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The people of a democracy must bear individually 
the responsibility of government, for, lacking a class of 
ruling professionals, our nation of necessity is one “of 
the people, by the people, and for the people.” Yet al- 
together too often do we cast off this inherent responsi- 
bility and shrug our mental shoulders, disclaiming any 
interests in the governmental mechanics that make our 
democratic way of life a reality. It is disappointing to 
hear responsible physicians direct destructive criticism 
toward the field of military medicine without accepting 
the obligation for constructive efforts or appreciating the 
fundamental fact that medicine in its various applica- 
tions to the armed forces is of just as great significance 
to you and me as civilian medicine. Military medicine 
belongs to no exclusive order or society, but rather be- 
longs to and is the responsibility of every American. 

While it is true that there are certain differences in the 
practice of medicine in the armed forces and in civilian 
life, differences created primarily by certain variables 
of application, yet at the same time sound medical prin- 
ciples are universal in their relationship to the human 
race. It makes little difference whether the surgeon per- 
forming a gastric resection is a civilian or in uniform, 
for the basic preoperative therapy, surgical technique, 
and postoperative care are the same. Nevertheless, with 
all of our pride in specialty professional accomplish- 
ments, we must not forget that field medicine continues 
to play a significant role in the over-all picture of military 
medicine. 

In time of war or catastrophe there are certain en- 


vironmental and administrative factors that modify the — 


application of medical care, whether this be the geogra- 
phy of combat, the numerical mass of casualties, the 
specific problems of submarine existence, or the super- 
sonic speed of planes. Military medicine bears the re- 
sponsibility not only of keeping abreast of the medical 
implications of modern warfare, both offensive and de- 
fensive, but also the equally important responsibility of 
projecting these implications into the future. 


This newly created Section on Military Medicine of 
the American Medical Association might well be likened 
to an academic dializing membrane through which the 
electrolytes of medical progress will diffuse in either 
direction to or from the civil and the military factions. 
It is difficult for medical knowledge to dam up on either 
side of this artificial membrane, since there is now a 
constant interchange and equalization of medical activi- 
ties. Scientific progress cannot be made in either sphere 
without affecting the entire field of medicine. Obviously 
this is a most healthy state of affairs. 

The high level of medical professional accomplish- 
ment existing at the present time in the armed forces did 
not come about by accident, but was developed by the 
combined efforts of progressive military medical leaders 
and thousands of physicians who left their practices in 
the hamlets and cities of our nation to put on the uni- 
forms of our armed forces during World War II. 
Nurtured by the continued painstaking interests of the 
civilian and the military alike, the infant has developed 
into a lusty youngster capable of handling in a most 
mature manner and with great credit the present Korean 
crisis. Perfection has not, so far, been realized and 
probably never will be, but let us remember that the 
responsibilities for efforts toward improvement lie in 
civilian hands as well as the military. It is my sincere hope 
that the Section on Military Medicine will play a most 
significant role in the continued development of this field 
of interest. At the expense of repeating information with 
which some of you are familiar, I should like to present 
in passing a brief history of this neophyte among the 
sections of the American Medical Association. 

In June, 1949, on behalf of the medical services of the 
armed forces, an application for such a section was sub- 
mitted to the House of Delegates of the American Medi- 
cal Association by Dr. James C. Sargent, Chairman of 
the AMA Council on National Emergency Medical Serv- 
ices. The House of Delegates considered the request and 
referred the matter to the Council on Scientific Assembly. 


Chairman, Armed Forces Medical Policy Council. 


Read before the Section on Military Medicine at the 101st Annual Session of the American Medical Association, Chicago, June 11, 1952. 


i 
; 
0 
n 
- 
I. 
1 
~ 


2 MILITARY MEDICINE—CASBERG 


The Council, in October, 1949, suggested that there 
be a Session on Military Medicine in the Miscellaneous 
Section of the next annual meeting of the AMA, in order 
that the interest in this subject might be evaluated. The 
House of Delegates approved the idea, and at the con- 
vention in San Francisco in June, 1950, two half-day 
sessions were devoted to military medicine. The interest 
that was shown in these sessions and the high quality of 
the programs convinced the Council that such a section 
was desirable. 

Following the convention and at the Council’s invita- 
tion, a formal application for the establishment of a Sec- 
tion on Military Medicine was submitted in September, 
1950, by the director of medical services of the Depart- 
ment of Defense and the Surgeons General of the Army, 
Navy, and Air Force. The Council approved the appli- 
cation, as did the House of Delegates in December, 1950. 

At the annual AMA convention in Atlantic City in 
June, 1951, two half-day sessions in the Miscellaneous 
Section were again held on military medicine, and were 
attended by more than 900 physicians. Of this number, 
approximately 190 were medical reserve officers who, by 
agreement among the three military departments, were 
awarded point training credits for their attendance. This 
represents the largest joint training program for medical 
reserve Officers that the services have offered to date. 

At the June, 1951, convention, there was established a 
“Section on Military Medicine of the Scientific Assembly 
of the American Medical Association,” and a slate of 
officers were selected for this, the first official meeting of 
the Section. Thus American medicine formally has recog- 
nized the necessity for and the importance of a profes- 
sional common ground for discussion and solution of 
problems related to military medicine and in so doing 
has erased further past artificial scientific boundaries. 

Almost simultaneously with the maturation of the Sec- 
tion on Military Medicine there has been in progress a 
closely related development of equal if not even greater 
significance, and that is the establishment of the Armed 
Forces Medical Policy Council. Such an organization, 
functioning as it does in the sphere of top-level medical 
policy establishment in the Office of the Secretary of 
Defense, will complement the professional activities in- 
herent in the Section on Military Medicine. According to 
the charter of this council, it “is charged with providing 
basic policies, plans and programs in the medical and 
health fields as will provide guidance to Department of 
Defense agencies and will enable the military depart- 
ments to prepare and execute detailed policies, plans and 
programs.” Unfortunately the significance of this council 
and its far reaching implications have not been appreci- 
ated fully by either the civilian or military components of 
American medicine. 

In January of 1948 Mr. Forrestal, in the newly created 
post of Secretary of Defense, established a “Committee 
on Medical and Hospital Services” for the purpose of 
making an exhaustive study of all questions of common 
interest to the three medical services. This committee, 
composed of the three Surgeons General, had as its chair- 
man Dr. Paul R. Hawley and was known as the “Hawley 
Board.” The board discharged its responsibilities when it 
submitted its final recommendations in July, 1949, and 
it was then dissolved. 
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Meanwhile, the Commission on Reorganization of the 
Executive Branch of the Government (the “Hoover 
Commission”) had its Task Force on National Security 
studying, among other questions, that of creating in the 
national military establishment an agency to coordinate 
medical and health matters. Mr. Ferdinand Eberstadt 
was chairman of this task force, known as the “Eberstadt 
Committee,” and Drs. Howard Rusk and Richard L. 
Meiling served as its medical advisors. Upon the Eber- 
stadt Committee’s recommendations, Secretary of De- 
fense Forrestal established a joint civilian-military 
committee on medical matters, advisory to him, called 
the Armed Forces Medical Advisory Committee. Mr. 
Charles P. Cooper was named its chairman, and it be- 
came informally known as the “Cooper Committee.” To 
this committee were submitted the recommendations of 
the Hawley Board. 

The Cooper Committee recognized the need for gen- 
eral direction and control by the Secretary of Defense 
over the medical services of the three military depart- 
ments. Upon its recommendations, in May, 1949, the 
Secretary of Defense established a Medical Services Divi- 
sion (later renamed the Office of Medical Services) in 
his office, and appointed as its director Dr. Raymond B. 
Allen, who had served as a member of the former “Eber- 
stadt Committee.” Dr. Allen was later succeeded as direc- 
tor of medical services by Dr. Richard L. Meiling. The 
Cooper Committee continued to function in its advisory 
capacity to the secretary as a joint civilian-military com- 
mittee. 

Finally, in January, 1951, Secretary of Defense Mar- 
shall combined the functions of the Office of Medical 
Services and the “Cooper Committee” by creating the 
Armed Forces Medical Policy Council. Dr. Meiling 
served as its first chairman and was succeeded by Dr. 
Lovelace and then myself. In addition to a civilian chair- 
man, the council has as its members three civilians, 
chosen by the Secretary of Defense from among national 
leaders in the field of medicine and health, and the Sur- 
geons General of the three military departments. Here, 
for the first time, is an agency that provides at the highest 
Defense Department level not only for general direction 
and control of the medical services of the three military 
departments but also for coordination of the interrelated 
problem of military and civilian medicine. 

One of the major long-range problems facing the 
armed forces is that of securing a constant and well-regu- 
lated flow of career physicians. There have been many 
solutions proposed, among them that of establishing a 
military school of medicine after the pattern of Annapolis 
or West Point. I mention this proposal only to condemn 
it for, in my estimation, the development of such an 
institution would deal a severe blow to the professional 
status of military medicine. Without entering into a dis- 
cussion of the complicated mechanics involved in effect- 
ing such a solution, I cannot help but emphasize in pass- 
ing that one of the main factors in the strength of the 
armed forces medical profession is the diversified educa- 
tional sources of its members. 

Inbreeding is extremely dangerous when applied to 
scientific professional life, for it develops a narrowness of 
vision and a sense of self-satisfaction not warranted by 
the results at hand. There are schools of medicine that 
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have been dangerously on the verge of productive steril- 
ity because of excessive academic inbreeding. The appli- 
cation of this warning to the development of a federal 
school of medicine needs no further comment. The estab- 
lishment of an Annapolis or West Point in medicine 
would create a professional chasm between civilian and 
military medicine and tend to destroy the close liaison 
created with such painstaking care during the past 
decade. 

For years the Army has relied on the Reserve Officers 
Training Corps as a source of career physicians. There 
are those who feel that this method has passed its useful- 
ness aS a recruiting medium and that some other plan 
should be developed applicable to all three departments. 
In keeping with the desire to explore methods of procur- 
ing physicians, a task group of the Armed Forces Medi- 
cal Policy Council on long-range procurement of medical 
officers made a study of the problem. It recommended 
that legislation be proposed to the Congress that would 
supplement the normal procurement of medical officers 
by providing medical scholarships to students who would 
be commissioned into the armed forces following their 
military internships. 

In late November, 1951, the council approved in prin- 
ciple a plan that it felt met the necessary criteria for such 
a program: 1. It would be voluntary on the part of the 
student and the medical school. 2. It would leave the se- 
lection of matriculants entirely in the hands of medical 
school administration. 3. It could be administered within 
the present framework of medical education. 4. It would 
allow equal benefits to the student, the school of medi- 
cine, and the armed forces. 
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The council felt it important that incorporated in this 
plan should be an escape clause, clearly defined, which 
would permit a participant to withdraw at any time dur- 
ing either the educational program or his required service 
in the armed forces, providing he reimbursed the govern- 
ment for benefits received. The council also felt that the 
program should be extended to include dentists, veteri- 
narians, and nurses. 

In a concluding reiteration, I should like to emphasize 
that in view of the state of international insecurity we 
may continue to expect many problems—problems of 
great importance to our nation as well as to each of us 
physicians individually, problems in whose solution may 
lie the very fate of our country. Yet, in spite of the appar- 
ent magnitude of these tasks, American medicine may 
well take courage in the increasing interest of physicians, 
civilian and military alike, in the attempted solution of 
our common problems. Furthermore, American medi- 
cine may well take pride in the strides of medical accom- 
plishment within the ranks of the armed forces during the 
past decade. Concurrent with this progress and related to 
it has been the close professional liaison and the mutual 
respect developed between civilian and military medicine. 

The instruments recently created in the form of the 
Section on Military Medicine and the Armed Forces 
Medical Policy Council, if utilized to proper advantage, 
cannot help but contribute greatly to the continued prog- 
ress of medicine in the military sphere. Finally, let us all, 
civilian and military alike, remember with all seriousness 
that in the success of these newly established instruments 
ours is a joint responsibility. 

Office of the Secretary of Defense, Washington, D. C. 


MEDICAL ASPECTS OF FLIGHT ABOVE THE ATMOSPHERE 


Col. Paul A. Campbell (MC), U.S. A. F. 


During August, 1951, it was announced in the news- 
papers that the flight of William Bridgeman in the Doug- 
las D-558-2 Skyrocket had broken all existing manned 
altitude records. The exact altitude was not reported 
publicly; however, it was admitted to have been above 
the former balloon record of 72,395 ft., held by Stevens 
and Anderson.' Mr. Bridgeman’s record is significant if 
one realizes that at the admitted altitude he was above 
at least 95% of the substance of atmosphere, or, stated 
in another way, the penetration of 5% more of its sub- 
stance would have placed him in space; however, the ac- 
tual remaining distance was great. Of similar signifi- 
cance, more than a year ago the second stage of an un- 
manned two stage rocket, the WAC Corporal,” reached 
an altitude of approximately 250 miles (1,320,000 ft). 
From a practical functional viewpoint, this rocket at the 
peak of its journey was in space as the mean free path of 
the remaining particles of air at that altitude was in the 
neighborhood of from two to four miles. This condition 
represents a more complete vacuum than has been 
created in the laboratories. 

The development of the rocket principle of propulsion 
has made such accomplishments possible; Newton’s 
Third Law of Motion, in accordance with which the 


motor derives its thrust, simply states that action and re- 
action are equal and opposite. Rocket thrust acts in a 
manner comparable to the recoil of a gun. The mass of 
the gun, in this case, would gain momentum equal to the 
powder thrust, but in exactly the opposite direction. 
Rockets operate at maximal efficiency in the space above 
the atmosphere. They do not need a relatively dense at- 
mosphere for a propeller to drag itself through, as in the 
case of conventional aircraft; nor do they need the 
oxygen of the atmosphere to compress for combustion, 
as in the case of jet aircraft. The rocket carries its own 
oxygen or oxidizer in compressed form and operates in- 
dependently of atmospheric oxygen. Thus, it appears 
that man may soon be able to travel above the atmos- 
phere and, consequently, to approach frictionless travel. 
Here it may be stated that, in view of present scientific 
knowledge, most of the major problems of such flight 


From the U. S. Air Force School of Aviation Medicine, Randolph 
Field, Texas. 

Read before the Section on Military Medicine at the 10ist Annual 
Session of the American Medical Association, Chicago, June 12, 1952. 

1. National Geographic Society: U. S. Army Air Corps Stratosphere 
Flight of 1935 in the Balloon “Explorer II,”’ Washington, D. C., National 
Geographic Series, 1936. 

2. Vaeth, J. G.: 200 Miles Up, New York, The Ronald Press Co., 
1951, p. 4. 
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differ from those of present day high altitude flight only 
in degree. None of the problems appear insurmountable, 
with the possible exception of that of cosmic rays, an area 
in which knowledge is still incomplete. 

Physicians are, for the most part, concerned with the 
biologic connotations and limitations that must be dealt 
with. Primarily, the problems may be resolved in three 
categories. First, those resulting from rapid penetration 
of the atmosphere, both on the outward journey and the 
return; second, those that result from the loss of life-sus- 
taining qualities of the atmosphere; and third, the loss of 
protection afforded by the filtration qualities of the at- 
mosphere. To understand these problems, we must first 
of all turn to the structure of the atmosphere as it is now 
conceived in light of studies made during the 72,395 ft. 
balloon voyage of Stevens and Anderson in 1935,’ the 
knowledge returned by more recent “Skyhook” balloons, 
which have reached heights of 21 miles (112,000 ft.), 
that returned by instrumented rockets penetrating to 114 
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Fig. 1.—Graph of the structure and characteristics of th «atmosphere. 
In the second column the thickness of the ozone layer i sopresented in 
fractions of centimeters as would result if all the ozone in » <5 kilometer 
of altitude were compressed at one atmosphere of pressure. 


miles (600,000 ft.),° as well as that resulting from vari- 
ous analytical procedures used by our astrophysicists. 
Figure | graphically illustrates the structure and char- 
acteristics of the atmosphere. As demonstrated the den- 
sity of the atmosphere decreases rapidly as altitude is 
gained. About 90% of the mass of the atmosphere lies 
within 10 miles above the earth, while almost 99% of it 
lies within 20 miles. The remaining | % of the atmosphere 
extends to 6,000 or, possibly, as far as 60,000 miles. 
Only 0.0001 of 1% remains at 90 miles of altitude. Am- 
bient temperature decreases as altitude is gained, aver- 
aging about | F per 300 ft. of ascent until an altitude of 
about seven miles (depending on latitude and time of 
year) is reached. The temperature above this altitude 
remains relatively constant at -67 F to about 20 miles, 
at which altitude it again begins to warm, reaching ap- 
proximately 170 F at 31 miles. Again it remains constant 
for the next 7 miles; then from 38 to 50 miles of altitude 
temperature drops to -27 F and remains constant for a 
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few miles. At this level the atmosphere is so rarefied that 
heat can no longer be transferred to it; consequently, the 
temperature of an object is that of heat transferred by 
solar radiation and depends upon the absorptive or re- 
flective characteristics of the object. Temperatures may 
reach extremes, depending upon the characteristics of the 
exposed surfaces. Sky brightness decreases with gains in 
altitude. Although the sky is as dark as night above 70- 
80 miles, every reflecting object acts as a new light source 
to reflect the light of the sun. This phenomenon is due 
to the fact that there is practically no light dispersion 
by the remaining atmosphere. The ozone concentration 
varies with gains in altitude. The maximum concentra- 
tion occurs beween 11 and 20 miles, depending on time 
of day as well as other factors. According to present 
concepts, space, from a functional point of view, begins 
at about 120 miles of altitude,* although occasional 
gaseous molecules can possibly be found above 6,000 
miles, and some say possibly above 60,000 miles. At 120 
miles, however, there is no significant drag or friction to 
act upon a craft. It is estimated that months of orbital 
travel around the earth at this altitude would result in 
only a few inches of altitude loss. Thus, if we use friction- 
less travel as our criterion, functional space begins in this 
general area. 

Turning now to the problem of high speed penetration 
of the atmosphere, rocket power plants are characterized 
by their tremendous release of energy during a very short 
period of time. The vehicle containing the rocket motor 
must then coast the remainder of the journey. A German 
World War V2 rocket burned only 71 seconds to reach 
an altitude of 60 miles, a speed of 3,600 miles per hour, 
and then, through the inertia so imparted, traveled a dis- 
tance of 200 miles.‘ This very short period of application 
of tremendous power produces high degrees of accelera- 
tion and consequential high velocities. High velocity 
flight results in high aircraft skin (shell) temperatures 
during passage through the atmosphere. High structural 
temperatures require cooling or air conditioning of the 
pilot and passengers. The skin temperature of a V, 
rocket ° at one stage of its penetration of the atmosphere 
was 647 C. Cooling thus presents a serious, but not in- 
solvable. engineering problem. 

As stated, rocket propulsion results in high degrees of 
acceleration. Return to earth from the high velocities 
produced by rocket power requires rapid deceleration. 
It has been demonstrated ° that in a semireclining posi- 
tion with knees elevated to head level 8 g can be tolerated 
for short periods of time. Through the transverse axis of 
the body 3 to 4 g can be tolerated for longer periods. 
Thus, if positioning is proper, sufficient acceleration and 
deceleration for extensive rocket flights seem tolerable. 

The second category of problems are those resulting 
from loss of the life sustaining qualities of our atmos- 
phere. These qualities are a function of the substance of 
the atmosphere and pressure it exerts. The life sustain- 


3. Saenger, E.: The Laws of Motion in Space Travel, Interavia 4: 416, 
9. 


4. Ley, W.: Rockets and Space Travel, New York, Viking Press, Inc., 
1948, p. 223. 

5. Ley,* p. 350. 

6. Ballinger, E. R.: Human Experiments in Subgravity and Prolonged 
Acceleration, read before the Aero Medical Association, Washington, 
D. C., March, 1952. 
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ing properties of the atmospheric substance, primarily 
oxygen, carbon dioxide, nitrogen, and water vapor, are 
well known. Without oxygen we could not live; without 
nitrogen and carbon dioxide plant life on which we de- 
pend would be vastly altered; and without water vapor 
neither plant nor animal life on earth would be possible. 
Thus, for flight above the atmosphere for any sustained 
period of time, at least a portion of the substance, the 
portion that we breathe, must be carried along as an 
artificial environment in a completely sealed cabin. The 
pressure with which the atmosphere bears down on us 
makes possible the oxygenation of our blood and affords 
necessary restraint of our cellular structure. If at sea level 
all of the 14.7 Ib. per square inch of atmospheric pres- 
sure were suddenly removed, our tissue fluids would al- 
most instantly boil and some of our cellular structures 
would rupture. Useful consciousness could be sustained 
no longer than 15 seconds, if that long. Death would soon 
follow. 

The third category of problems, including those that 
result from loss of the filtration function of the atmos- 
phere, is likewise very important. This quality of filtra- 
tion protects us from the more destructive portions of the 
ultraviolet spectrum, the undesirable portions of the in- 
fra-red spectrum, practically all the primary particles of 
cosmic radiation, and from meteors and meteoritic dust. 
These filtration qualities are due primarily to the presence 
of water vapor, ozone, and to the process of oxygen dis- 
sociation. Water vapor is an effective filter of the infra- 
red portion of the spectrum above 14,000 my. Some of 
these qualities are demonstrated in figure 2. 

Protection against the erythema producing portion of 
the ultraviolet spectrum is afforded by a layer of ozone 
resulting from the photochemical action of the sun’s ul- 
traviolet radiation on the oxygen of the atmosphere. It 
is present in appreciable quantities at altitudes of 11 to 
20 miles (60,000 to 105,000 ft.) depending on the time 
of day. It may be present in a thin layer of sufficient con- 
centration that, if compressed for breathing purposes in 
an aircraft cabin, it could be quite toxic. It forms an ef- 
fective filter for ultraviolet emanations between 210 and 
300 my. Another protective factor is that resulting from 
the dissociation of oxygen from its molecular form (02) 
to its atomic form (0). This phenomenon occurs from 
75 miles (400,000 ft.) upward and is responsible for 
filtration of ultraviolet emissions below 210 my. Sealed 
cabin craft can, of course, be shielded from the effect of 
these various emissions by proper types of windows and 
by the shell. Shielding against cosmic radiation, however, 
is an entirely different matter. 

Cosmic rays appear to be ultra high speed particles 
arising from undetermined extraterrestial sources. They 
possess energy in excess of billions of electron volts, and 
at least some of the particles are capable of producing 
nuclear disintegration. Secondary rays, tertiary rays, and 
mesons are produced after entrance into the atmosphere, 
sometimes resulting in cosmic ray showers in the denser 
parts of the atmosphere. Such activity, due to the filtra- 
tion effect of the atmosphere, decreases as the earth is 
approached, and at sea level there is only about one 
three-hundredth of that present at the altitude of the 
ozone layer. The few cosmic rays that strike the surface 
of the earth are of sufficient velocity to penetrate several 
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hundred feet into it.’ Despite incomplete knowledge of 
the biologic effects of primary cosmic particles, it is 
thought that their effects are similar to radiation of the 
alpha particle type, that is, quick energy dissipation with 
high concentration of ion pairs along short tracks. At an 
altitude of 23 miles (120,000 ft.) the mass of the atmos- 
phere becomes a virtually ineffective shield against these 
particles.* As adequate shielding might require prohibi- 
tive weight, there is considerable evidence that cosmic 
rays may produce a barrier sufficient to prevent operation 
above this altitude. 

Another much larger and different type of particle, 
which may be hazardous in flight above the atmosphere, 
is the meteor, meteorite, or grains of meteoritic dust that 
are present at these levels. These particles are fragments 
usually composed of stone or iron, most of which are 
probably no larger than grains of sand. They travel at 
tremendous velocities. Some travel with speeds so great 
that they have not been captured by the sun’s gravita- 
tional system; others traveling at lesser speeds move in an 
orbit around the sun much as the earth does, but all are 
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Fig. 2.—Graph showing the absorption of solar energy in the atmos- 
phere. 


in different planes and some are in a completely opposite 
direction. Impact velocities of from 6 to 45 miles per sec- 
ond have been observed. Most meteorites are incinerated 
at levels of 60 to 90 miles (320,000 to 475,000 ft.) 
altitude when they strike our protective atmosphere. Dr. 
Fred L. Whipple, of Harvard University’s department of 
astronomy, has estimated the statistical probability of 
space vehicular puncture to be in the neighborhood twice 
per month of operation,’ depending, of course, on the 
size of the vehicle. 

Now what are the requirements for flight above the at- 
mosphere? First of all, cabin pressurization is of course an 
absolute necessity. It is well known that pressurization of 
10 ib. per square inch will afford an environment similar 
to that afforded by an altitude of 10,000 ft. in nonpres- 
surized aircraft. This would be desirable, but less pres- 
surization would be required if the occupants were to 


7. O’Day, M.: Super Altitude Weather, Air Univ. Quart. Rev. (no. 1) 
p. 25, Winter, 1951-1952. 

8. Haber, H.: Informal report read before the American Board of 
Preventive Medicine, Randolph Air Force Base, Texas, January, 1952. 

9. Whipple, F. L.: Meteoritic Phenomena and Meteorites, read before 
the Symposium on Physics and Medicine of Upper Atmosphere, San An- 
tonio, Texas, Nov. 7, 1951, to be published. 
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wear pressure suits. From the engineering viewpoint, the 
structural requirements for such pressurization is not 


prohibitive; however, as the atmosphere is so thin above - 


60,000 to 70,000 ft. that it cannot be compressed for 
cabin breathing purposes, a sealed cabin must be em- 
ployed. Thus, the components of breathing air must be 
carried along synthesized and placed under optimal pres- 
sure inside the craft. For trips lasting any considerable 
period of time, it must from time to time be washed, have 
its impurities removed, and be recirculated. Again this 
presents no insurmountable problem, althcugh the situa- 
tion is new and requires considerable research. 
Penetration of such a cabin by a meteoritic fragment 
or the loss of a door or window would present a very 
serious hazard through explosive decompression. Unless 
the perforation were quite small and immediately 
plugged, consciousness could be sustained only about 15 
seconds. Pressure suits would offer some protection 
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against minor perforations. It has been suggested that 
structural protection could be afforded by a laminated 
cabin shell with air spaces and self-sealing material be- 
tween the lamination; thus, the extreme kinetic energy of 
the small fragments could be dissipated through penetra- 
tion. 

In conclusion, it is necessary to point out that in such 
a presentation only the broader aspects of the subject can 
be presented. There are many problems, such as the 
physiological and psychological effects of weightless- 
ness, pure radiation climate, visibility, and orientation, 
that have not been mentioned. As our knowledge in- 
creases, many new problems will constantly present 
themselves. Whether or not we ever travel in space re- 
mains a question for future answer. It is certain, how- 
ever, that present operational flight altitudes will increase 
year by year. As they do, much of the new knowledge 
our scientists gather will be applicable. 


CURRENT PROBLEMS IN MILITARY PSYCHIATRY 


Col. Albert J. Glass (MC), United States Army 


The Korean conflict and the partial mobilization of 
military manpower in the United States have caused mili- 
tary psychiatry again to be faced with difficulties similar 
to those encountered in previous wars. Fortunately, 
valuable lessons derived from our experiences in World 
War II were preserved by their incorporation into both 
the training and operational doctrines of military medi- 
cine. This policy has, to a considerable extent, made pos- 
sible the elimination of the time consuming and costly 
trial and error methods that characterized the initial 
efforts of psychiatry in World War II. In the Korean 
campaign, effective forward or up-front psychiatric 
treatment was instituted within six to eight weeks after 
the onset of hostilities, as compared to the almost two 
year delay that occurred in the previous armed conflict. 

Despite advances in war psychiatry, many defects in 
our knowledge remain, as demonstrated by experience 
with current military activities. It is the purpose of this 
communication to present thecurrentstatus and unsolved 
problems in several significant aspects of military psy- 
chiatry, namely (1) the prevention and treatment of com- 
bat psychiatric casualties, (2) the adjustment of newly 
inducted or enlisted personnel, and (3) selection criteria 
for induction or enlistment. 


COMBAT PSYCHIATRIC CASUALTIES 

Mental breakdowns in battle are secondary to the 
realistic dread of death or mutilation. The basic mech- 
anism involved is the overwhelming of personality inte- 
gration by an influx of fear stimuli that cannot be either 
contained or discharged. However, this simplified ex- 
planation fails to indicate the complex interaction of 
multiple forces, both from within and without, that strug- 
gle for and against the maintenance of emotional control. 


Read before the Section on Military Medicine at the 101ist Annual 
Session of the American Medical Association, Chicago, June 11, 1952. 

I. Symposium on Combat Psychiatry, Bull. U. S. Army M. Dept. 
supp., Nov., 1949. 


The outcome of this conflict for any given moment of 
battle determines individual combat effectiveness, which 
may vary from superior aggressive activity to helplessness 
or panic. 

The most potent of the various elements that affect 
emotional equilibrium in battle is the degree of external 
terror as measured by the duration and intensity of com- 
bat. When fear stimuli are sufficiently severe, all intra- 
psychic sustaining powers are overcome and emotional 
breakdown is inevitable. In World War II, even pre- 
viously superior combat personnel slowly but surely 
began to exhibit psychological disintegration after 250 to 
300 days of battle. Intense combat conditions with heavy 
losses in killed and wounded cannot be tolerated for 
more than brief periods of time by most persons. The 
demoralizing effects of battle fear are strongly enhanced 
by the realistic evidence of nearby casualties. It is not 
surprising, therefore, that the incidence of psychiatric 
breakdowns in combat rises and falls with the battle 
casualty rate.* 

A basic component in the struggle for effectiveness in 
battle is the personality substrate or predisposition of 
the combat soldier. Previously this element was consid- 
ered of primary importance, as it was logical to assume 
that emotionally stable persons would be more resistant 
to external stress than those with unstable or neurotic 
personalities. While this may be correct, the many im- 
ponderables in the combat situation make such a hypoth- 
esis difficult to substantiate and of doubtful practical 
value. Experiences in World War II and the Korean 
action have furnished ample evidence that the local cir- 
cumstances of battle, such as an inspiring platoon leader 
or company commander, positive group loyalty, the pres- 
ence of a strong buddy, and the nature of the tactical 
situation, may profoundly alter the usual adaptation 
pattern of the person. For this reason, attempts to effec- 
tively select the so-called “weaker” persons prior to their 
participation in combat have been largely unsuccessful, 
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since future battle conditions cannot be predicted. In 
general, however, it can be stated that the passive and 
timid person who cannot mobilize and externalize anger 
is more vulnerable to external fear because of his im- 
paired ability to react aggressively toward the enemy and 
thus discharge tension. Even such a dependent person 
may force himself to continued effort, despite marked 
subjective discomfort, if impelled by an adequate self- 
critical facility or conscience. When such an internal 
compulsion is lacking or deficient, however, the passive 
person rapidly becomes a psychiatric casualty. 

The physiological status is another factor that directly 
affects psychological stability in battle. It has been regu- 
larly observed that decreased physical efficiency due to 
fatigue, lack of food and sleep, or intercurrent illness, 
such as diarrhea and malaria, serves to precipitate emo- 
tional breakdown. Weakness in the somatic sphere limits 
or makes impossible the continuation of aggressive be- 
havior. As a result of the soldier’s inability to discharge 
excitation, tension within him accumulates and may pro- 
duce incapacitating manifestations. The current termi- 
nology utilized to designate combat psychiatric casual- 
ties, such as “combat exhaustion” and “combat fatigue,” 
is derived from this physical component. 

Related to physical capacity is the influence of combat 
training. Not only does battle indoctrination toughen 
and enhance physical stamina, but confidence in the use 
of weapons and familiarity with combat tactics also fa- 
cilitate an aggressive adaptation and serve to diminish 
the terrorizing effect of battle stimuli. To this end, each 
infantry division in Korea requires a 10 to 14 day period 
of battle instruction for all new replacements. This phase 
of combat orientation, as conducted by veteran divisional 
personnel, is designed to insure realistic preparation for 
what lies ahead and includes training in proven methods 
that offer the maximum chance of survival. 

In the further consideration of psychological defenses 
against battle anxiety, there has been a growing recogni- 
tion of the powerful support that can originate from the 
group or combat unit. This sustaining phenomenon or 
group identification refers to the emotional bond that 
develops among persons who share common hardships 
and dangers. In both World War II and the Korean cam- 
paign, positive group identification has been repeatedly 
demonstrated to be the distinguishing characteristic of 
successful combat units that were able to endure usual 
battle losses with relatively few psychiatric casualties. 
The intricate process by which such an intragroup mech- 
anism arises is as yet poorly understood. Seemingly, it 
occurs spontaneously as a natural defensive reaction by 
two Or more persons in response to a common external 
menace. Individual problems and prejudices are sub- 
merged in the face of a danger that forces dependence 
upon others for physical and emotional support. When 
the group unity proves by test to have value, strong 
friendships are rapidly formed and intensified by a con- 
tinuation of the mutual exchange of affection and protec- 
tion. This strong bond of attachment among fighting men, 
celebrated in fact and fiction, is akin to the love that 
develops in a closely knit family group. The grief suffered 
by the loss of a buddy in combat is identical with the 
mourning in civil life that follows the death of a loved 
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person. Whenever concern for the self is transformed to 
interest in the welfare of others, there is a reduction of 
personal anxiety. By altering a person’s inward direction 
of fear to external objects, his subjective inhibiting sen- 
sations of tension are diminished, thereby permitting the 
release of energy that can be utilized for aggressive be- 
havior in the behalf of those persons in whom there is an 
emotional investment. Such a mechanism accounts for 
heroic deeds in battle by soldiers who, seemingly heedless 
of personal danger, risk their lives to secure the safety of 
their friends. 

Intimately related to group identification is leadership. 
The vital role played by the combat leader determines 
the directional attitude or motivation of the group. With 
positive motivation toward performance of its combat 
mission, the group exhibits the well-known esprit de 
corps or high morale so conspicuous in those military 
organizations in which each member considers himself 
an integral part, with pride in unit standards and achieve- 
ments. The attitudes and ideals established by the group 
impel conformity upon the individual person in the same 
manner that internal critical faculties or conscience con- 
trol personal conduct and behavior. The poorly moti- 
vated replacement soldier is compelled to adopt the 
higher morale of his new unit or else suffer group con- 
demnation and lack of emotional support from the en- 
vironment. Even the passive, timid newcomer may soon 
assume the aggressive pattern of the unit. If unit spirit 
is defective, group identification may reinforce or stimu- 
late a rejection of the military mission. Group approval 
of poor motivation will exert a deleterious effect upon 
even the previously superior soldier. 

Leadership per se is another spontaneous social phe- 
nomenon, known more by its manifestations than by an 
understanding of the basic mechanisms involved. The 
combat leader personifies authoritarian military pressure 
and is a symbolic representation of early parental figures. 
His actions are critically judged by the group; yet, the 
uncomfortab‘e and hazardous combat situation produces 
a strong demand for guidance and help. The leader who 
fulfills this dependent need becomes beloved like the 
good parent and can exert extraordinary influence upon 
the attitudes and behavior of his men. On the other hand, 
callous and unfair management will almost certainly 
provoke justified hostility and induce a negative group 
reaction. While the major errors in leadership can be 
readily detected, positive attributes are more difficult to 
ascertain, since persons of widely varying temperament 
and methods may be efficient combat leaders. The prob- 
lem of whether good combat leaders are, or can be, made 
as well as born still awaits a solution that may come only 
after more knowledge is gained concerning those me- 
chanics of interpersonal relationship that pertain to the 
leadership role. 

In brief, combat psychiatric casualties are the end 
result of a complicated intrapsychic conflict in which 
personality traits, physical status, combat training, group 
identification, and leadership are opposed to the crippling 
effects of tension produced by the fear of death or injury. 
This approach to the causative mechanism of mental 
breakdown in battle points to logical measures of preven- 
tion, since defects in any of the above sustaining forces 
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render the combat participant more vulnerable to ex- 
ternal stress. It is perhaps superfluous to state that at- 
tempts to alter basic personality traits are impractical, if 
not impossible. Emphasis on combat training and the 
maintenance of physical stamina are primary objectives 
of the current military program. Efforts toward expand- 
ing our knowledge of intragroup dynamics, group moti- 
vation, and leadership continue to preoccupy military 
research. In this connection the beneficial effects of com- 
bat rotation, initiated over a year ago in the Korean cam- 
paign, have fulfilled favorable expectations in preventive 
psychiatry. As currently practiced in Korea, rotation is 
a powerful incentive to positive motivation by providing 
an obtainable goal of relief from battle. It has also pre- 
vented the breakdown of the type (the so-called “old 
sergeant syndrome”) produced by prolonged periods of 
combat. 

In considering the problems of treatment, it is perhaps 
not generally appreciated that the initial stage of combat 
emotional breakdown is an amorphous state rather than 
an organized mental disorder. Symptoms of this phase 
merely reflect the victory of fear and tension over that of 
the intrapsychic sustaining powers and may vary from 
verbal statements of surrender, with little or no external 
signs of anxiety, to panic reactions in which there is 
apparently a complete disruption of personality organi- 
zation. Not only do overt psychiatric disorders result 
from the inability to cope with battle fear, but a variety of 
allied phenomena and mild organic conditions may also 
be produced or utilized as an expression of failure in 
combat adaptation. Such manifestations include the 
illegal avoidance of combat, self-inflicted wounds, acci- 
dent proneness, subjective complaints of backache, head- 
ache, and painful feet, and minor disturbances of the 
gastrointestinal tract. 

Practical experience has confirmed the necessity of 
treatment and management in the initial stage of combat 
breakdown, else there occurs a fixation of symptoms due 
to the insidious gain from illness that, when combined 
with time and distance separation from positive moti- 
vating forces, may form an organized neurosis. Successful 
treatment in the early phase is facilitated by a rapid 
evaluation of the particular causative mechanism in the 
individual casualty. When the history and examination 
reveal physical fatigue factors to be predominant, only 
one to two days of sleep and food are needed to correct 
the psychological imbalance. Overwhelming periods of 
terror may produce transient breakdown in many effec- 
tive soldiers, necessitating their withdrawal from combat 
for several days to allow inner sustaining forces to regain 
control. Similar brief periods of rest are valuable when 
there has been a disruption of group identification by 
battle conditions or the loss of a strong leader. However, 
when the psychiatric casualty suffers a gradual break- 
down from repeated episodes of battle trauma, the limit 
of resistance against fear stimuli has been reached and 
the patient should be promptly recommended for a non- 
battle assignment. In such cases the only disability is an 
abnormal reaction to combat, and return to duty avoids 
much of the later self-condemnation and loss of self- 
esteem that so frequently follow psychological failure in 
battle. 
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In the Korean conflict, as was done in World War II, 
the early treatment of psychiatric casualties is conducted 
by psychiatrists assigned to each division. They not only 
operate the psychiatric rehabilitation center present in 
each division but also spend much of their time visiting 
battalion and regimental surgeons, both to consult and 
instruct them in the recognition and treatment of those 
patients that can be successfully treated at their military 
group level. A second echelon of psychiatric treatment is 
operative at army level in the form of psychiatric centers 
established at evacuation and field hospitals. The army 
psychiatric centers give threefold support to the divisional 
facilities: (1) by receiving the more severely ill patients 
that require special treatment, (2) as a reserve facility 
to handle early casualties in the event of a tactical reverse 
that may disrupt divisional psychiatric function, and (3) 
in providing psychiatric service for separate army units 
not attached to a division. By the use of psychiatric facili- 
ties at divisional and army levels, the vast majority of 
psychiatric casualties in the Korean campaign have been 
rehabilitated for both combat and noncombat duty 
within Korea. 


ADJUSTMENT TO MILITARY LIFE 


Another major aspect of wartime military psychiatry 
concerns the psychological problems that arise during 
the intensive basic training that follows shortly after in- 
duction. This transitional period places considerable 
strain on the adaptative resources of the recruit. Unlike 
adjustment to combat, where anxiety is due to external 
danger, the tensions of the military newcomer originate 
from within the self and are secondary to the temporary 
blocking of usual pleasures and desires. Until new outlets 
and altered gratifications are established, the anxiety so 
produced serves to disorganize personality function in 
much the same manner as fear from external sources. 

Among the many environmental and psychological 
frustrations that inevitably occur during the conversion 
from civil to military existence, perhaps the most impor- 
tant is the abrupt severance of emotional support pro- 
vided by family and friends. This sudden deprivation has 
a greater impact on the immature young recruit than on 
the older or maturer inductee and is responsible for the 
loneliness and homesickness so prevalent among recent 
arrivals to the training camp. In the more severely 
dependent persons, unbearable tension causes incapaci- 
tating mental symptoms. Most persons, however, spon- 
taneously form a defensive alliance similar to the response 
against external danger. Thus, group identification is 
established with the formation of new friendships that, 
in part, replace the lost emotional investment. 

Next in severity of stress is the sudden change from 
a relatively flexible and permissive civilian milieu to the 
firm discipline and regimentation of the military environ- 
ment. In this new setting almost all activity is regulated, 
and the trainee is obligated to adopt different habits of 
work, dress, and promptness. While the methodical per- 
son may readily tolerate such a regimen, at least initially, 
most persons experience varying degrees of resentment 
that must be controlled, else further restriction or punish- 
ment results. Other frustrations and stresses that intensify 
the adjustment problem during the training period in- 
clude strenuous physical demands, lack of privacy, sexual, 
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deprivation, competition, fear of failure, and uncertainty 
of assignment and the future.* 

The sustaining powers that operate to prevent emo- 
tional breakdown during basic training are identical with 
the forces that maintain emotional equilibrium in com- 
bat. The sharing of a common danger, whether from the 
enemy or from the frustration of inner needs, produces 
a defensive group reaction in which the individual mem- 
bers figuratively move toward each other for emotional 
warmth and support. In training, as in combat, leadership 
plays a vital role in directing the motivation of the group. 
In contrast to combat, persons in basic training tend to 
become more and: more accustomed and impervious to 
environmental stress as time and physical conditioning 
render innocuous the previously frustrating psychological 
trauma. 

The similarity of the intrapsychic conflict in both basic 
training and combat is corroborated by the fact that 
similar preventive measures are effective in decreasing 
the incidence of both types of psychiatric breakdown. 
Thus, it is principally in the realms of group identifica- 
tion, motivation, and leadership that efforts have been 
most profitable. The close relationship of training and 
combat can be carried into methods of treatment. Experi- 
ences in World War II and the current partial mobiliza- 
tion have indicated that a decentralized approach to the 
psychological problems of basic training is as necessary 
for good results as the utilization of forward psychiatry 
in combat. The psychiatric team is brought to the field in 
the form of mental hygiene units that are established at 
each major training center. By this method incipient 
symptoms of emotional illness can be treated early, while 
the individual is struggling with his difficulties, and on an 
outpatient basis rather than in the gain producing atmos- 
phere of a hospital, where the patient literally has no 
emotional conflict other than the maintenance of his 
favorable status. The psychiatrist who operates in the 
decentralized field system soon becomes acutely aware 
of the environmental stresses and the various sustaining 
mechanisms. His recommendations become more perti- 
nent and practical. He has ample opportunity to estab- 
lish informal communication with responsible officers in 
charge of the various aspects of the training program 
and can thus actively participate in local problems and 
influence others toward accepting psychological dynamic 
mechanisms as a rational approach to human behavior. 


PSYCHIATRIC SCREENING 

The effective prediction of future psychological illness 
by psychiatric examination at the time of recruit induc- 
tion remains an unsolved problem of military psychiatry. 
At the onset of World War II it was believed that proper 
induction center screening would eliminate the bulk of 
psychiatric casualties. Time has proved the overoptimism 
of this belief. Recent follow-up studies of World War II 
psychiatric patients by Brill and Beebe * indicated that 
“50 percent of psychiatric casualties could not have been 
rejected for induction under any conceivable screening 
examination. Even the group with overt neuroses prior 
to entering the service were by no means a total loss.” 
Similar conclusions were reached by this writer * in the 
more restricted sphere of an attempt to predict the prob- 
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able combat effectiveness of replacements for an infantry 
division. 

Reasons for the failure of psychiatric screening be- 
come apparent when the basis for the methods utilized 
are examined. All screening criteria depend on either a 
cross sectional estimation of personality or a longitudinal 
survey of past behavior and performance, or on combina- 
tions of both procedures. Such studies, when carefully 
performed and substantiated by reliable data from 
sources other than the examined subject, undoubtedly 
give a high index of accuracy insofar as the prediction of 
later function in a similar environment is concerned. 
However, even the most thorough screening method be- 
comes less and less efficient when the future environment 
contains different and unusual stresses as well as other 
unforeseen circumstances that may operate for and 
against personality integration. Yet, it is the uncertain 
situation that must be expected in a wartime military 
career. While it is possible that a person may be stationed 
near his home, with relatively little alteration from his 
previous civilian life, on the other hand he may be 
plunged into a battle environment and compelled to 
adjust to unusual circumstances under severe external 
stress. Even in combat there are many variables, so that 
a passive, timid person may or may not have a mature, 
aggressive buddy, a positively motivated unit, or a strong 
and inspiring leader. 

While it is granted that an adequate knowledge of 
personality traits, previous performance, and habit pat- 
terns will give valid indications for future behavior under 
almost any conditions, the degree of accuracy in such 
predictions is not sufficient to be of practical value for 
the economic utilization of manpower during a period of 
full mobilization. This is even truer when brief or hurried 
psychiatric screening is employed, with little or no out- 
side substantiating information. For the foregoing rea- 
sons, Bloomberg * has advocated the lowering of mental! 
and physical induction standards during wartime to the 
degree that a medical rejection would include only those 
persons who are unemployable in civil life or who possess 
obvious incapacitating defects or disease. In place of 
medical screening, Bloomberg suggests the utilization of 
the training period as a practical screening procedure 
that would ultimately determine the usability of the indi- 
vidual inductee after all possibilities as to placement and 
reassignment were exhausted. This plan merits consid- 
erable thought but has at least one important defect: the 
use of basic training for screening would heavily reward 
the gain of failure and, from a practical operating stand- 
point, would create many difficulties in morale and moti- 
vation. 

There is no easy answer to the problem of psychiatric 
screening. The current partial mobilization program uti- 
lizes its less stringent standards for induction, then em- 
ploys reevaluation, placement, and reassignment during 
the training period. There is considerably less hospitali- 
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zation for minor emotional difficulties than occurred in 
World War II, plus greater efforts toward preventive 
psychiatry by increasing the sustaining powers of group 
attitude and motivation. Along this line, practical experi- 
ence has made it evident that the degree to which a person 
can be motivated by others or by the group determines, 
in large measure, his adaptability to any phase of military 
life. The person who is unable to accept emotional sup- 
port from the group is quite vulnerable to stresses from 
without and to unsatisfied needs from within. It has 
become increasingly evident that it is not the presence 
or absence of neurotic traits or even of overt neurotic 
symptoms that determines adjustability in the service; it 
is rather the degree of self-love or narcissism, which, if 
severe, precludes indentification and support from others. 
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For this reason, persons with marked schizoid and infan- 
tile personalities inevitably present the most difficult 
psychological problems for the military psychiatrist. 


SUMMARY 


Current problems in several important aspects of mili- 
tary psychiatry are presented. Specific reference is made 
to the prevention and treatment of combat psychiatric 
casualties, the adjustment of the newcomer to the military 
service, and the value of psychiatric screening at induc- 
tion. It is emphasized that the sustaining emotional prop- 
erties of group identification, motivation, and leadership 
may enhance previous adaptative patterns of the indi- 
vidual soldier to the degree that adjustment under even 
severe combat stress becomes possible. 


There is no substitute for blood. Medical officers in 
World War II who had sufficient amounts of blood and 
plasma available used four times as much blood as 
plasma in patients with a deficiency of blood volume. At 
present, there is no substance available that can assume 
the many functions that a good preparation of whole 
blood is now known to have. Interest in substances that 
act as poor substitutes for blood or as satisfactory sub- 
stitutes for plasma occurs periodically during times of 
impending national emergency. The problem of whole 


blood and plasma logistics for our military forces as well 


as for our civilian population will be an extremely dif- 
ficult one in the event major atomic disasters occur as a 
part of war. Our hope for preventing and combating 
shock in the great multitude of casualties that will in- 
evitably follow such a disaster lies in plasma expanders, 
which are capable of temporarily restoring and maintain- 
ing plasma volume. Such agents, if satisfactory, will ex- 
tend the usefulness of blood and expand the usefulness of 
plasma. It is highly possibe that, if contamination of 
plasma by the virus that causes homologous serum jaun- 
dice cannot be completely and effectively controlled, the 
plasma expanders will take the place of pooled human 
plasma. 
EVALUATION OF USEFULNESS 

Evaluation of the usefuiness of a substance as a plasma 
expander is a difficult problem, since the etiology of the 
syndrome that the agent must correct is still obscure. 
Physiologists have attempted to reproduce in animals the 
circumstances that initiate shock and, by limiting the 
number of variables, to consider separately each phe- 
nomenon produced by the disorder. Usually, however, 
they wonder whether the shock produced was sufficiently 
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severe or whether the state produced constituted a state 
of shock as it is seen in man. The clinician is faced with 
similar investigative problems; he must determine the 
exact type of patient to use in assessing the therapeutic 
value of agents in the prevention and therapy of shock. 
Relevant to these remarks is a recent editorial by Edward 
Churchill * in which he states, “An aphorism attributed 
to Sir Thomas Lewis . . . warned that when a scientist 
asks for a frog on which to make observations, he wants 
a frog—not something that may be a frog.” Perplexing 
as this clinical situation may appear to be, of the manifold 
derangements produced by the several types of shock, all 
types have in common the cardinal feature of reduced 
circulating blood volume, regardless of the degree to 
which a variety of precipitating factors govern the prog- 
ress and irreversibility of the shock state. It must be the 


function of the plasma expanders to correct, in part, the - 


progress of events that play a significant role in the onset 
of shock and, most important, to correct the progressive 
loss of an effective blood volume. 

A complete substitute for plasma would, of course, 
have all the attributes of plasma itself. The expanders 
now readily available have only its oncotic effect. A satis- 
factory plasma expander must have an oncotic effect 
equal to that of plasma; it must remain in the circulation 
for more than a few hours; and it must be readily metabo- 
lized in the body or excreted without difficulty. It must be 
without antigenic or allergenic effects, and at the same 
time it must not adversely affect important visceral func- 
tions. It must be capable of being prepared in large 
amounts from substances constantly available. It must 
be capable of withstanding wide variations in environ- 
mental conditions and still be as readily available and ef- 
fective as it was when first prepared. It should be cheap. 
It must not interfere with the typing or cross agglutina- 
tion of blood or the accomplishment of any other tests 
necessary for the recipient’s protection when blood must 
be used. It must be nonpyrogenic, and it must be fluid at 
wide variations of temperature. It must be easily repro- 
ducible within the specifications laid down for it. The 
ideal expander would measure up to all such specifica- 
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tions. Deficiencies of one sort or another have been 
demonstrated in all the presently available expanders. 

Under discussion at the present time is the question of 
whether the normovolemic or the hypovolemic patient or 
animal should be used in evaluation of plasma expanders. 
Some investigators feel that the normovolemic state is 
entirely satisfactory for such assessment, but I believe 
that the plasma volume determination is a major criterion 
of effectiveness and that the homeostatic mechanisms 
may correct the supranormal volume rapidly. In other 
words, the existing needs of the organism will determine 
what percentage of the infused material will be retained 
at various intervals. I believe that the volume condition of 
choice for testing clinical effectiveness, other factors re- 
maining the same, is hypovolemia, the condition under 
which the expanders will be used clinically. In plasma 
volume determinations, hypovolemic patients may well 
show entirely different retention values than would nor- 
movolemic patients. This brings to mind the analogy of 
the sponge: if it has already absorbed all the water it can 
hold and additional water is added, it will absorb no 
more; if, however, the sponge is only damp, it will absorb 
and hold additional water up to its maximum capacity. 
It is likely that valuable data can be derived from using 
both normovolemic and hypovolemic patients, but pri- 
mary issues involved must not be confused. Since the 


primary purpose of this paper is to review, in general, the 


currently available plasma expanders, no further com- 
ment will be made on the intricacies involved in satis- 
factory evaluation of these agents. 


SUBSTANCES STUDIED AS POSSIBLE EXPANDERS 


Many substances suggested for use as plasma ex- 
panders have already been evaluated, and others are 
undergoing study. These substances may be classified 
into four general groups, as follows: (a) blood deriva- 
tives—albumin, plasma, hemoglobin, modified globin, 
and other plasma protein fractions such as the special 
plasma protein solution of Edwin Cohn and his asso- 
ciates; (b) modified proteins—heat degraded gelatins 
and chemical modifications of heat degraded gelatins 
(oxypolygelatin and modified fluid gelatin); (c) poly- 
merized carbohydrates—acacia, pectin, dextran, poly- 
glucose, and glucomer; (d) plastics—methy! cellulose 
and polyvinylpyrrolidone. 

Space limitation does not permit a detailed discussion 
of all these categories, and only those substances that 
now show considerable promise will be discussed at 
length. Gum acacia and the pectins were intensively in- 
vestigated for many years but were finally discarded. 
Although they were found to have the requisite colloidal 
osmotic effect, they were stored in the tissues to a greater 
or lesser degree, with deleterious effects. Blood deriv- 
atives pose some of the same problems as whole blood 
itself. They are difficult to stockpile in sufficient quanti- 
ties. Some are difficult to store for an extended time. 
Some are difficult to sterilize; others are too expensive 
for unlimited use. One exception is modified human 
globin, which is prepared from red blood cells salvaged 
from the processing of plasma (about 50 gm. of globin 
can be obtained from the erythrocytes of one unit of 
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blood). This product can be lyophilized and remains 
stable for years. The place of globin as a plasma expander 
in wound shock has not been established. In its present 
form, reactions occur from the rapid intravenous injec- 
tion of this material in a certain percentage of recipients. 
It is undergoing further modification and may show more 
promise in the near future. Polyglucose and glucomer, 
both of which are in vitro polymers of glucose, require 
further intensive study from many standpoints, especially 
from that of better control of polymerization. These col- 
loids may prove to be valuable additions to the inten- 
sively investigated agents now available. The use of 
egy solutions alone has been investigated and 
all but discarded, but I am of the opinion that such 
solutions, carefully chosen and wisely administered, may 
save many lives by extending the availability of plasma 
and the plasma expanders. Used in cases of mild shock, 
they may effect a restoration of homeostasis, and in cases 
of severe shock, they may save life until blood, plasma, 
or a plasma expander can be given to effectively restore 
a circulatory state conducive to recovery. 


DEXTRANS 

The occurrence of a dextran as a mucoid contaminant 
during the extraction of sucrose from beets was first 
noted in Germany, but it has been extensively studied in 
recent years in Sweden. In the presence of the voccus 
Leuconostoc mesenteroides, which produces an exo- 
cellular enzyme, the glucose portion of the sucrose mole- 
cule is polymerized into a polysaccharide of about 
200,000 glucose units? having a molecular weight of 
about 40 million (comparable in size to the tobacco 
mosaic virus). By means of partial hydrolysis and sub- 
sequent fractionation, the native dextran is reduced to 
a range of molecular sizes of the desired distribution. 
This polysaccharide differs from glycogen by virtue of 
the fact that the d-glucose units of the main chain are 
bound together through 1:6 glucosidic linkages, with 
short branches of the 1:4 type. Dextran is produced in 
Sweden, England, and the United States. It should be 
emphasized that the product from each source differs 
from the others in its physical chemical characteristics. 
This has caused some confusion in the evaluation of cer- 
tain quantitative experimental data. Qualitatively, how- 
ever, results in the treatment of clinical shock have been 
favorable with all three materials. 

In 1949, Thorsen reported on the effective use of 
Swedish dextran (dextran Pharmacia [“macrodex”]) as 
a plasma substitute in 5,000 patients.* Both the Swedish 
and American dextrans have been intensively studied in 
man and animals in this country during the past two or 
three years by several groups of investigators. To date, a 
complete accounting of the fate of infused dextran has not 
been forthcoming. The smaller molecules are excreted un- 
changed in the urine; it has been reported that 25 to 
40% of the infused material appears in the urine within 
the first 24 hours, with a portion of the remainder ap- 


2. Ricketts, C. R.: Chemistry of Dextran and Its Derivatives, Proc. 


Roy. Soc. Med. 44: 558, 1951. 
3. Thorsen, G.: Dextran as a Plasma Substitute, Lancet 1: 132, 1949. 
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pearing over the next four or five days. As for the larger 
molecules, which are retained, there is evidence that 
some may be converted into glucose. Gray and Pulaski * 
showed a change in the dextrose-nitrogen ratio in 
phlorhizinized dogs after they had been given dextran. 
Studies using dextran labelled with radioactive carbon 
have thrown cou.iderable light on its metabolism and 
elimination. In dogs given infusions of this material 60 
to 70% of the radioactivity was found in the urine after 
24 hours and 20% was found in expired carbon dioxide 
at the end of 14 days.® Some labelled material was found 
in the liver, spleen, and lymph nodes, indicating that 
uptake by the reticuloendothelial system does occur. In 
a patient receiving dextran labelled with radioactive 
carbon, over 90% of the administered dose was elim- 
inated in 10 days, 64% in the urine, 26% as expired 
carbon dioxide, and 2% in the feces.® 

The dextrans cause varying degrees of allergic mani- 
festations, which, however, are not of too serious a 
nature to preclude their use. The group at Brooke Army 
Hospital * reported that allergic reactions were observed 
in 50% of unanesthetized volunteers receiving “macro- 
dex,” while for those under anesthesia, the figure was 
9%. With dextran of American manufacture, none of 
the patients injected had allergic reactions. It has been 
shown that native and clinical dextrans injected sub- 
cutaneously in humans behave as antigens by inducing 
antibody formation and producing local skin reactions; 
2 of 16 normal adults were found to possess agglutinins 
to Leuconostoc or its related haptens.* 

Impairment of physiological function in the vital 
organs has not been demonstrated at the present time. 
Mitchie ** found that after administration of one liter of 
dextran per day for six consecutive days to five patients 
undergoing renal clearance studies, a significant decrease 
in the maximal tubular excretion of paraaminohippuric 
acid occurred in three. Repeated administration of dex- 
tran has been shown to cause the formation of foam cells 
_ in the liver comparable to those encountered in glyco- 
genosis (von Gierke’s disease). In both these instances, 
the quantities administered were probably far in excess 
of those that would ordinarily be used clinically. 

Several investigators feel that the allergic reactions 
caused by dextran are probably due to traces of nitrog- 
enous substances from Leuconostoc, and work is in 
progress to attempt to eliminate these materials. Work is 
underway,.also, to produce a more uniform product, one 
with a narrower spectrum of molecular weights. 
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POLYVINYLPYRROLIDONE 


In Germany during the 1930's, the military and 
civilian populations were faced with a grave shortage of 
whole blood and plasma in meeting the demands of all- 
out war. Their only recourse was to isotonic sodium 
chloride solution. Consequently, the problem of finding 
a synthetic colloid effective in the treatment of shock was 
undertaken by Weese and Hecht.® After extensive in- 
vestigation of several possibilities, they decided on a 
polymer of N-vinylpyrrolidone synthesized from acety- 
lene and formaldehyde. Fractionation of the resulting 
polyvinylpyrrolidone (PVP) produced a colloid with a 
desirable molecular weight range. A 2.5% solution of 
this product in a solution containing salts in about the 
same proportion in which they occur in plasma was called 
“periston.” Reports of its successful use in over 500,000 
patients appeared in Europe in the 1940's; however, a 
team of American specialists sent to Germany in 1951 
could not find sufficient records to verify these conten- 
tions. In this country, it is compounded as a 3.5% solu- 
tion in 0.9% sodium chloride solution and, by one 
company, in a solution containing salts in about the same 
proportion in which they occur in plasma. 

Several groups in this country have reported favorable 
results from the use of polyvinylpyrrolidone. As might 
be anticipated with a molecule so foreign to the body 
and of such a size as to be retained by the glomerular 
membrane, a certain percentage of the material is stored 
for extended periods of time. This storage, however, has 
not been amply shown to produce any toxic effects. 
Cournand and his associates '° and Zollinger and Elli- 
son '! found that in man about 50% of the infused 
material is excreted during the first day, with only minute 
amounts appearing in the urine thereafter over an in- 
definite period of time. In his studies of polyvinylpyr- 
rolidone labelled with radioactive carbon in man and 
animals, Fine ** reported that, even after 100 days, poly- 
vinylpyrrolidone that has progressively accumulated in 
the extravascular spaces accounts for 35 to 50% of the 
radioactivity; of the amount stored, he found 50 to 75% 
distributed in the skin and skeletal muscles and 15 to 
25% in the reticuloendothelial system. Polyvinylpyr- 
rolidone is nonantigenic, and studies conducted at the 
Hospital of the University of Pennsylvania indicated no 
significant interference of polyvinylpyrrolidone with 
liver or renal function, even months after its intravenous 
injection in amounts up to 3,000 cc. 

A correlation exists between viscosity and average 
molecular weight of a mixture of polymers. This cor- 
relative factor has been termed the “K value.” Polyvinyl- 
pyrrolidone with a K value of about 25 can be almost 
totally excreted in two to four days, while the types with 
K values in the thirties are not totally excreted. Work is 
now in progress to ascertain the optimal K value for 
material for clinical use. 


GELATINS 

A considerable volume of work on the use of osseous 
gelatin for intravenous administration in man has accu- 
mulated over the past 10 years. Its attributes and rela- 
tively few disadvantages are now common knowledge. 
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The three main disadvantages in its use have been the 
following (a) the unexcreted portion may not be metab- 
olized (this point is debatable); (b) ge‘atin interferes 
with blood typing and cross matching (this problem has 
not been insurmountable); and (c) it gels at room tem- 
perature, and it is difficult if not impossible to infuse it 
in this state. Subjecting special gelatine solution, intra- 
venous, to further heat degradation produces a material 
with a lower gel point, but, at the same time, the average 
molecular weight of the product is reduced to the extent 
to which it is excreted too rapidly for effective plasma 
volume maintenance. Attempts have been made in recent 
years to modify osseous and pig skin gelatins chemically 
in order to render them fluid at low temperatures without 
affecting the desirable range of molecular weights. 
During the late 1940’s, Campbell and Pauling '* per- 
fected a procedure for modifying gelatin by condensation 
of gelatin with glyoxal, followed by oxidation with hydro- 
gen peroxide. A 5% solution of the resulting material 
in 0.9% sodium chloride solution, called oxypolygelatin, 
remained fluid at temperatures as low as 10 to 13 C and 
had the necessary oncotic efficiency for use as a plasma 
expander. It was found that the hydrogen peroxide used 
during the process of manufacture also served to destroy 
pyrogens. Campbell and associates found it to be non- 
toxic and nonantigenic in dogs and rabbits and to be 
well tolerated by them. In large scale manufacture, how- 
ever, it has been difficult to produce in uniform lots. 
Clinical trials with oxypolygelatin have not been ex- 
tensive. The group at the United States Naval Hospital 
in Oakland, Calif.,'* reported that patients in shock 
showed a favorable blood pressure response to infusion 
of oxypolygelatin, with no febrile or allergic reactions. 
Normal volunteers receiving oxypolygelatin excreted 
about 50% of the infused material in the first 8 hours 
and less than 60% within 24 hours; 5 of 42 volunteers 
showed allergic-like reactions, but patch tests subse- 
quently performed on those reacting to the infusion were 
negative. No difficulty was encountered with blood 
typing and cross matching after infusion of oxypoly- 
gelatin.'° Cournand and co-workers '’ recently reported 
that in a series of normovolemic patients, each of whom 
received one liter of oxypolygelatin, the plasma volume 
expansion was not well maintained over 24 hours, and 
50 to 60% of the amount infused was excreted during 
that period. The group at the University of Pennsylvania 
showed that volunteers from whom blood is taken and 
who are given infusions of one liter of oxypolygelatin 
hold, by the 12th hour, an average of about 80% of the 
administered volume, with excretion values for 24 hours 
of the same order as those in Cournand’s series. 
During the past year, Tourtelotte '* has chemically 
modified heat degraded gelatin by the use of certain 
coupling agents. This preparation, referred to as modi- 
fied fluid gelatin (MFG), remains fluid down to tem- 
peratures of 0 to 4 C. A 3% solution exhibits in the 
osmometer an Osmotic pressure about equal to that of 
a 6% solution of special gelatine solution, intravenous. 
Electrophoretic patterns show it to be fairly homogene- 
ous, having only one component. 
Work at the Hospital of the University of Pennsylvania 
and in the Harrison Department of Surgical Research 
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indicates that modified fluid gelatin shows considerable 
promise as a plasma expander. Dogs that were subjected 
to both an acute hemorrhage and a hemorrhagic hypo- 
tensive shock procedure and then were given infusions of 
modified fluid gelatin showed satisfactory blood pressure 
and hemodilution responses. Animals whose blood pres- 
sure had been maintained at 30 mm. Hg for one hour 
yie!ded, at certain intervals after infusion, volumes of 
blood in excess of those that could be yielded by dogs 
receiving either plasma or other plasma expanders under 
the same conditions. Preliminary results in studies on 
gross anaphylactic reactions in guinea pigs have been 
negative. About 30 patients with a short life expectancy 
were infused with one to two units of modified fluid pro- 
tein, and no untoward reactions were observed, nor was 
there any significant change in liver function. Renal 
clearance studies on patients receiving one liter per day 
for six consecutive days showed no change in renal 
function. 

- A series of young, healthy, male volunteers from 
whom one liter of blood was taken were given infusions 
of the same amount of modified fluid gelatin; others, 
serving as controls, received infusions of plasma or 
sodium chloride solution under the same conditions. An 
additional series of normovolemic volunteers received 
one liter of modified fluid gelatin. Plasma volumes and 
plasma levels were determined 4 and 12 hours later, and 
the cumulative urinary excretion was determined for 24 
hours. By the end of 12 hours, of the persons from whom 
blood had been taken, those receiving modified fluid 
gelatin had retained an average of about 90% of the 
infused volume, and those receiving sodium chloride 
solution had retained 50%, whereas in those receiving 
plasma the blood volume was greater than the total 
volume immediately after the infusion had been given. 
On the other hand, the volunteers from whom no blood 
had been taken retained less than 10% of the infused 
volume after 12 hours. Plasma levels for both groups 
were about the same during the experiment, i. e., about 
50% of the postinfusion level after 12 hours; urinary 
excretion over 24 hours was about 50 to 60% of the 
amount infused for both groups. More extensive clinical 
tests will be conducted with the modified gelatins as they 
become available in sufficient quantities. 


CONCLUSION 

The search for the perfect plasma expander is by no 
means at an end. Additional chemical, physiological, and 
clinical work must be carried out with the presently 
available agents in the hope that they may be improved 
on. The tools for evaluation of plasma expanders will 
have to be sharpened, and some semblance of standard- 
ization would be most desirable, both for clinical and 
animal testing. 
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Commonly the term pruritus vulvae is used as a diag- 
nosis, though literally it describes only a symptom rarely 
seen without excoriation or dermatitis; seldom can the 
patient tell us which was the primary symptom. Un- 
necessary confusion results when the term is incorrectly 
applied, as in the presence of a distinctive dermatosis 
such as vulvar psoriasis or dermatomycosis. Dermatologi- 
cal experience minimizes this fault, which is commoner 
among general practitioners, gynecologists, and radiolo- 
gists. There are various views on this disease, partly 
owing to the confusion of inaccurate terminology and 
partly to the viewpoints of the various specialists con- 
sulted by the patient, whose choice of physician has de- 
pended on the presence of vaginitis or discharge, urinary 
complaints, involvement of the perianal area, or extensive 
cutaneous inflammation. Because of such variations and 
because pruritus vulvae is fairly common and is fre- 
quently difficult to treat I have surveyed the literature of 
the past 10 years in other fields as well as in dermatology 
and reviewed the clinical manifestations in a series of 112 
patients. 
REVIEW OF LITERATURE 

Dermatological texts list numerous causes for pruritus 
vulvae without agreement as to their relative importance: 
intertrigo, irritating discharges, diabetes, pregnancy, and 
others. Atopy is implicated by its frequent association 
with eczema as noted by some authors and by the occur-: 
rence of lichenification. Special points of interest have 
been emphasized by one or several authors. 1. The vagina 
is not involved. 2. Pruritus vulvae in the absence of leuko- 
plakia does not predispose to cancer nor relate to venereal 
disease (except gonorrheal discharge), but many pa- 
tients have such fears and deserve reassurance. 3. A 
pseudoleukoplakic appearance results from sodden gray- 
white maceration and may be difficult to differentiate 
from leukoplakia. It is the belief of Savill * that gynecolo- 
gists often regard this as leukoplakia. In a monograph on 
vulvar disease Hunt * devotes relatively little space to 
eczema, lichen simplex chronicus, or pruritus, and she 
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prefers to use the last term in describing a symptom 
rather than a disease. 

There are few dermatological reviews of literature or 
series of cases. Among those with an extensive series, 
Hunt,* in 300 cases of anal and vulvar pruritus, found 
only 7 due to local causes, 12 to diabetes, and 1 to 
dermatomycosis; but she recorded a high incidence of 
various dermatoses, with lichen planus, seborrheic der- 
matitis, and contact dermatitis commoner than psoriasis; 
there were only 2 cases of eczema. In contrast, Savill * 
recorded a majority as due to external irritants, especially 
discharge or infected urine; she thought psychological 
influences acted chiefly to prolong the course. Jeffcoate ° 
found vaginitis, cervical disease, or other local disease in 
a majority of 254 patients. He estimated the incidence of 
pruritus vulvae at 10% of private gynecologic practice in 
Great Britain. The incidence of trichomonad vaginitis 
and moniliasis, often emphasized by gynecologists, is 
subject to wide variance in dermatological opinion. In 
gynecologic texts pruritus vulvae is generally dismissed 
with brevity and with rather positive remarks, and in re- 
views it is usually considered with leukoplakia and krau- 
rosis. General medical journals rarely refer to pruritus 
vulvae, and the few surgical authors describe technical 
therapeutic procedure.°® 

The scant nondermatological literature might be ex- 
cused on the basis of low incidence, except that so many 
cases are chronic and resistant to therapy and the pa- 
tients often consult various physicians. The following 
case illustrates this point. In eight years, during which I 
saw this patient for three periods, she had 26 changes 
of physicians, among them 1 general practitioner, 2 chi- 
ropractors, and various specialists as follows: 6 in 
internal medicine, 4 in psychiatry, 4 in gynecology, 3 in 
dermatology, 2 in proctology, and 1 each in general sur- 
gery, neurosurgery, and rhinology (for allergic study). 
She also was examined at the Mayo Clinic. Therapeutic 
agents included vitamins, hormones, histamine, corti- 
costerone, allergic study, gynecologic surgery, injection 
of alcohol and anesthetics, hypnosis and shock therapy, 
as well as topical and radiotherapy, but the itching per- 
sisted. This range of therapy indicates a variety of etio- 
logical or pathogenic mechanisms present or suspected. 
It is impossible to estimate the proportion of cases due 
to any given cause, because of the variation in clinical 
material seen by observers in different fields, and because 
of different interpretations, for example, whether the 
vaginitis, or infection, has preceded or followed the con- 
dition; but one may conclude that numerous cases have 
local influences. Infection may cause vaginal or vulvar 
discharge and may initiate pruritus vulvae, as with cys- 
titis, urethritis, cervicitis, or proctitis. Poor hygiene may 
do the same, as may trichomonad or monilial infection. 
Cystocele, rectocele, or prolapse may cause vaginitis 
even without apparent urinary infection or incontinence, 
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and pregnancy, diabetes, and senility also cause vaginal 
changes favorable for infection or discharge. 

Pruritus ani frequently extends over the perineum and 
on the vulva. In such cases or when one does not know 
where the eruption began one must consider the possible 
local etiological factors of pruritus ani, such as anal 
pathology, infestation, or rectal disease. Vulvar itching is 
a symptom of many dermatoses, which may produce clin- 
ical features of pruritus vulvae. Correct diagnosis is not 
difficult when the pruritus is a symptom of a more ex- 
tensive dermatosis (disseminated neurodermatitis, lichen 
planus, lichen sclerosus, seberrheic dermatitis, psoriasis, 
dermatomycosis, and scabies) or when it is caused by 
infestation, such as pediculosis; but differentiation may 
be difficult when psoriasis is limited to the vulvar region, 
especially when dermatitis or mycotic infection mask the 
correct diagnosis. 

Pruritus vulvae is associated with eczematous changes 
that may cause or complicate the clinical picture. Contact 
dermatitis results from sensitivity to contraceptive 
creams, douches, or condoms, from deodorants, per- 
fumes, nail polish, hygienic pads, or toilet tissues, or 
even from poison ivy; and not inirequently pruritus 
vulvae is complicated by reactions to antipruritic or anti- 
septic applications. Pruritus vulvae often represents 
localized neurodermatitis (atopic dermatitis), but the 
etiological relationship to atopy is difficult to prove. 
Hailey * regarded 85% of his 520 patients with anal or 
vulvar pruritus to be “hypersensitive.” Montgomery and 
his associates * stated that prolonged itching usually re- 
sults in lichenification in pruritus vulvae, a statement that 
implicates atopy. But the strongest views relative to atopic 
influence were expressed by Mitchell, who regarded rag- 
weed pollinosis as the cause of pruritus vulvae in eight 
children and stated that “desensitization” was as suc- 
cessful as it was in hay fever.* 

Systemic factors often require consideration. Obesity, 
diabetes, and pregnancy probably act chiefly by local 
mechanisms, but the latent or prediabetic state is often 
present without demonstrable evidence of glucosuria.’ 
In reviewing dermatoses in pregnancy Crawford and 
Leeper did not note pruritus vulvae to be due to systemic 
influences but did observe increased incidence of moni- 
liasis.1‘ Senile vaginal and vulvar changes occur with 
estrogenic deficiency, but it is questionable whether the 
latter can otherwise cause pruritus vulvae, although nu- 
merous patients have a disturbed menstrual cycle and 
there is a widely held view of direct etiological relation- 
ship. Gastrointestinal dysfunction may cause hypochlor- 
hydria or vitamin A deficiency and consequent vaginal 
changes, or it may result in disturbed bacterial fiora, espe- 
cially after antibiotic therapy. Vitamin F deficiency has 
also been considered.’* Often the eruption of pruritus 
vulvae can best be understood and treated as part of a 
vicious cycle of itch, scratch, treatment, dermatitis, infec- 
tion, and more itch, without ever knowing just why or 
how the process began. 


PSYCHOBIOLOGIC RELATIONSHIPS 
Much has been said about psychological factors in 
pruritus vulvae. Though objective evidence is necessary, 
as indicated by Sulzberger and Baer ** and others, the 
physician should not be limited to classic dermatological 
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and laboratory data; he has‘a right and an obligation to 
interpret physical, mental, and emotional behavior of 
patients in the light of current thought on psychic de- 
velopment and consideration of depth psychology. No 
one doubts the frequent association of tension and pru- 
ritus, but views differ as to their sequence. No doubt, 
tension often follows chronic vulvar pruritus and influ- 
ences the general and sexual behavior of the patient. 
There now seems to be a general consensus that psy- 
chological factors also influence the course of the erup- 
tion. In recent experiments there is evidence that psychic 
tension can initiate itching and modify physiological 
processes, such as sweat and oil gland function and vaso- 
motor phenomena that relate to edema. It seems prob- 
able that the emotional state of the patient may cause 
some or all of the symptoms in many patients. 

Many observers indict psychological factors only if 
there is no apparent physical or organic abnormality. 
Both psychiatrists and morphologists are rightly critical 
of this view, but for different reasons. Psychosomatic dis- 
ease should be diagnosed not by exclusion but on positive 
evidence after study and observation. Undoubtedly the 
relative incidence of psychologically caused cases varies 
with the attitude and’ ability of the diagnostician and the 
nature of his clinical material. For example, Karnaky,** 
after a 12 year study including 1,422 cases, decided that 
pruritus vulvae “is always due to some definite and spe- 
cific condition”; trichomoniasis (88% ) and mycotic in- 
fection (9% ) accounted for most of his cases. Hill,'® in 
contrast, regarded 75% as due to psychological stress. 

Numerous observers comment on psychic relation- 
ships involving the sexual sphere, such as marital discord, 
“unsatisfactory sexual life,” frigidity, or nymphomania, 
while others regard the scratching habit as an analogue 
of masturbation or speak of onanism, a term of varied 
meaning. Still others regard scratching as attempted self- 
mutilation or self-destruction, an act of reproach because 
of real or imagined guilt following sexual stimulation, 
desires, or acts, masturbation, venereal disease, or sub- 
mission to the habit of scratching. Scratching at any site 
may be a substitute for sadistic action or an outlet for 


7. (a) Hailey, H., and Hailey, H.: Pruritus ani et vulvae, Arch. 
Dermat. & Syph. 40: 726 (Nov.) 1939. (6) Hailey, H.: Pruritus ani et 
vulvae: Symptom of Eczema: Further Observations and Report of 61 
Additional Cases, South. M. J. 34: 191, 1941. (c) Hailey, H.: Pruritus 
ani et vulvae: Report of 520 Consecutive Patients with Eczema of Anal 
and Vulval Regions, J. A. M. A. 139: 837 (March 26) 1949. 

8. (@) Montgomery, H.; Counseller, V. S., and Craig, W. M.: Krauro- 
sis, Leukoplakia and Pruritus Vulvae: Correlation of Clinical and 
Pathologic Observations with Further Studies Regarding Resection of 
Sensory Nerves of Perineum, Arch. Dermat. & Syph. 30: 80 (July) 1934. 
(b) A contrasting view is that “the same stimulus which will result in 
lichenification in one person will cause leukoplakia in another’’—Cinberg, 
B. L.: Postmenopausal Pruritus Vulvae, Am. J. Obst. & Gynec. 49: 647, 
1945. 

9. (a) Mitchell, W. F.; Sivon, I., and Mitchell, J. H.: Vulvo-Vaginal 
Pruritus Associated with Hay Fever, Ann. Allergy @: 144, 1948. (b) A 
single similar example was reported by Mulligan, R. M.: Pollinosis with 
Intense Pruritus Vulva, ibid. 9: 104, 1951. 

10. Winer, L. H., and Strakosch, E. A.: Pruritus Vulvae as Possible 
Early Symptom of Unrecognized Diabetes, Journal-Lancet 60: 532, 1940. 

11. Crawford, G. M., and Leeper, R. W.: Diseases of Skin in Preg- 
nancy, Arch. Dermat. & Syph. 61: 753 (May) 1950. 

12. Wilbrand, U.: Die Therapie bei Pruritus vulvae und Kraurosis 
vulvae, Ztschr. Geburtsh. u. Gynék. 134: 200, 1951 

13. Sulzberger, M. B., and Baer, R. L.: 1951 Year Book of Dermatol- 
ogy and Syphilology, Chicago, The Year Book Publishers, 1952, p. 30. 

14. Karnaky, K. J.: Pruritus Vuivae—12 Year Study, Texas State J. 
Med. 40: 630, 1945. 

15. Hill, W. R.: Leukoplakia, Pruritus, and Senile Changes, in Meigs, 
J. V., and Sturgis, S. H., editors: Progress in Gynecology, New York, 
Grune & Stratton, Inc., 1950, vol. 2, chap. 5, p. 200. 
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sadistic feelings. Psychiatrists often describe atopic per- 
sons as strictly trained, rigid emotionally and in behavior, 
unwilling or unable to display their emotions, and ac- 
customed to suppression of usual outlets for hostility, 
resentment, and other emotions. In such persons it is 
conceivable that pruritus vulvae may occur as a substitute 
for masturbation or for heterosexual activity, but ques- 
tioning seldom demonstrates a temporal relation between 
itching and sexual excitement, acts, or orgasm. 

Finally we may correlate the psychic changes in dia- 
betic persons. Hinkle and Wolf '® state that a large pro- 
portion of diabetic patients have “one parent (usually the 
parent of the same sex) whom they felt to be dominating 
and restrictive. Toward this parent they exhibited an un- 
usual degree of both dependence and resentment.” Since 
patients with pruritus vulvae often have unsolved emo- 
tional conflicts with their mothers or persons in emo- 
tionally comparable situations, it seems to me that pa- 
tients with pruritus vulvae present an admixture of the 
psychobiologic changes observed in atopic persons and 
in diabetic persons. The evidence is too scant to justify 
drawing conclusions, but we should become more in- 
formed about psychic factors in this disease. Whereas 
psychotherapy often fails in these patients and arouses 
to consciousness their feeling of deep-seated tensions, it 


TABLE 1.—Age at Onset in Ninety-Two Patients 


Percentage 
No. of of 
Age, Yrs. Patients Patients 

40 to 49...... 23 25 


might be advantageous to subject a considerable number 
of persons to objective investigative procedures, such as 
personality inventories and Rohrschach investigation. 

There is an opinion that pruritus vulvae is rarely ob- 
served in those with a severe psychosis. This view is sup- 
ported by my personal experience while serving as a 
consultant for a hospital for mental disease and by sta- 
tistics from others in similar positions. Those inexperi- 
enced in psychiatry may regard this evidence to be in 
opposition to a psychosomatic relationship, but actually 
somatic signs of functional or psychosomatic disorders 
seldom develop in a patient with deep emotional dis- 
turbance and may disappear when the mental status is 
deteriorating and reappear as the patient improves emo- 
tionally. Mental patients may show local factors regarded 
as causes of pruritus vulvae, and yet itching or a derma- 
tosis may not develop. 


REVIEW OF CASES 
The records of 112 patients with pruritus vulvae, seen 
between Jan. 1, 1947, and April 15, 1952, have been re- 
viewed with regard to the causes, nature, and course of 
this disease as seen in private dermatological practice in 
the upper Midwest. Patients with vulvar itching associ- 
ated with a more extensive eruption were excluded ex- 


16. Hinkle, L. E., Jr., and Wolf, S.: Importance of Life Stress in 
Course and Management of Diabetes Mellitus, J. A. M. A. 158: 513 
(Feb. 16) 1952. 
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cept when vulvar pruritus was their primary or major 
complaint. Only one patient had itching without any 
eruption, but she was probably psychotic. On considering 
the long list of possible causes, it seems that many pub- 
lished reports do not describe the picture seen in der- 
matological practice. In my series, parasitic infestation 
was not observed. There were only three patients with 
psoriasis (one with a single vulvar plaque and two with 
more extensive eruptions ) but none with lichen planus or 
seborrheic dermatitis. Pruritus vulvae was an important 
symptom in three patients with diffuse neurodermatitis, 
in One patient with extensive dermatomycosis, and in one 
with chronic disseminated lupus erythematc:us. Exclud- 
ing those cases caused by bodily discharge, contact der- 
matitis was only once a primary cause but often was a 
complication; in that one instance the pruritus vulvae 
followed treatment of anal pruritus. Local irritation was 
frequent, though it may not always have been primary, 
and was evidenced in 36 patients by vaginitis and dis- 
charge (32%) and in 7 additional patients by uterine 
cancer (1), anal fissure (1), hemorrhoids (2), and 
urethritis or cystitis (4). 

In many cases where infection was evident I could not 
judge whether it was primary or secondary. Mycotic in- 
fection appeared tobe present in 25 cases (unconfirmed), 
pyogenic infection in 2, and both in 1 additional case. 
Kaposi’s herpetiform eruption was undoubtedly second- 
ary when present in one case. In only two instances did 
the eruption follow oral use of aureomycin or strepto- 
mycin. It is likely that most such cases are perianal, acute, 
and easily managed by the physician who prescribed the 
antibiotic agent, and thus they are not seen by a derma- 
tologist. An etiological importance for diabetes was clear; 
there were 10 diabetic patients and 6 with inconclusive 
evidence (total, 14% ). The incidence of atopy was sim- 
ilar in diabetic and nondiabetic persons. As seems gen- 
erally known, diabetes was often associated with redness 
and swelling and with infection. 

The probable importance of atopy was suggested by 
the personal or familial incidence of allergic rhinitis, 
asthma, recurrent urticaria, or probable atopic eczema in 
60% of 97 patients whose history was clear. Further sug- 
gestive evidence was present in local eczematous exten- 
sions of the eruption (24 cases), disseminated extensions 
(11), distant circumscribed or diffuse evidence of neuro- 
dermatitis, i. e., atopic dermatitis (32 instances; a total 
of 76 patients, 68% of the 112 patients). If these find- 
ings are regarded as signs of atopy, then only 20% gave 
no physical nor historic evidence of this characteristic. 

The age at onset, analyzed because of frequent em- 
phasis on climacteric factors, was compared with the 
presence of atopy, as a control. The incidence of atopy 
being about the same in patients at each decade of onset, 
it is thought that endocrine factors may be secondary. 
Many authors state that atopy is generally associated 
with the postmenopausal state; yet in this series, as in 
others, the age of greatest incidence of onset was from 
30 to 39 years. 

Forty-seven patients (42% ) had eruptions limited to 
the vulvar region, and 64 (58% ) presented both vulvar 
and anal involvement; in many of the latter it was impos- 
sible to determine which involvement occurred primarily 
or whether the onset was simultaneous. Women whose 
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eruptions appeared in the decade from 40 to 49 years 
were much more likely to have changes limited to the 
vulvar area (61% in contrast to 42% for the entire 
group). Separated or divorced women, too, showed 
greater limitation to vulvar involvement (but the number 
of such patients was small). In single women and in the 
younger groups there was increased tendency for spread 
from vulvar to anal region. In atopic persons under 40 
years there was increased tendency for the eruption to 
start in the anal and spread to the vulvar area. 

Among the variations seen in the clinical picture were: 
(1) slightly thickened and inflamed plaques with semi- 
circular or arcuate margins, seen particularly in psoriasis 
or dermatomycosis, in the latter case often accompanied 
by papules or papulopustules nearby; (2) redness and 
swelling, occasionally as a result of contact dermatitis or 
oftener associated with infection of the urinary tract, tri- 
chomoniasis, or moniliasis; (3) diffuse thickening with 
varying degrees of redness, excoriation, or lichenification; 
and (4) localized plaques of lichenification, especially 
anteriorly. Diffuse involvement of the vulvar area was 
usual, but 29 patients (25% ) presented localized erup- 
tions: anteriorly (15 at or near the clitoris), on the right 
or left labium (5), or perigenitally (9), and therefore 
not strictly pruritus vulvae. To determine whether these 


TABLE 2.—Sequence of Involvement in 111 Patients 


Percentage 


No. of of 
Involvement Patients Patients 
Anal and vulvar, at about same time or 
unable to differentiate.................. 14 13 


patients differed from the main group, their records were 
studied separately. There was no apparent association 
with age of onset. Atopic association was much more 
frequently evident (75% contrasted to 40% for the re- 
mainder of the group). Psychological factors were par- 
ticularly notable with periclitoral involvement. Only one 
single woman, 46 years of age, presented such anterior 
involvement. Of the married women with anterior in- 
volvement but without unusually evident psychological 
factors four presented other unusual factors: one was 
pregnant, another had anal pruritus from childhood, and 
‘two had psoriasis. Psychological factors seemed evident 
in patients with dry papular or thickened eruptions of- 
tener than when moisture or swelling were present. 

The tension in pruritus vulvae is deep-seated and has 
sexual implications difficult to analyze or resolve; it was 
clearly evident though usually not manifested by hyper- 
activity. The patients were notably neat in dress and clean 
of body, with some exceptions among diabetic patients. 
They showed less than average femininity in dress and 
overt action, and I judge them to be less actively aggres- 
sive sexually; sexual drive seemed present but not easily 
released and evidently kept submerged by conscious or 
unconscious mechanisms. Interpersonal conflicts were 
frequently evident, usually within the family or house- 
hold and often associated with abnormally close relation 
with mothers, other maternal figures such as sisters (pos- 
sibly mother-substitutes) or mothers-in-law, and with 
daughters in a few instances. 
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Since pruritus vulvae occurs in about 2% of adult 
female dermatological patients and is not infrequent 
among single women, it is perhaps significant that I have 
treated only 1 Catholic nun, in spite of having cared for 
nearly 300 nuns in the office and others in hospitals. This 
apparently low incidence was discussed with several su- 


TasLe 3.—Nature of the Eruption in 112 Patients 


Percentage 
No. of of 
Eruption Patients Patients 
Dry, (papular or thiekened)................ 57 | 
34 30 
15 13 


pervisors, who, for many years, worked with 1,500 to 
2,000 members of a religious order of whom only 1 was 
known to have pruritus vulvae. The patient previously 
referred to, and not in this series because seen some 
years ago, was a member of a different religious order; 
she suffered from severe psychoneurosis with many emo- 
tional conflicts and a long medical history. While many 
theories might be offered to explain this low incidence 
it is my belief that psychological factors are important. 
One must also consider factors relative to absence of 
douches or other contacts, sexual relations, or pregnancy 
and its sequelae. Since the same nonpsychic factors are 
not generally applicable among Negro women, perhaps 
psychological factors will prove to be the explanation for 
the apparent low incidence of pruritus vulvae in Negro 
patients as reported by Hailey and in other general com- 
ments and supported by some statistical evidence." 
Normal menses were present in only 23% of the cases. 
Though endocrine factors have often been emphasized 
in relation to pruritus vulvae, the association with preg- 
nancy, scant or irregular menses, climacteric symptoms, 
or postmenopausal onset is not necessarily of etiological 
significance. In this series the onset was postmenopausal 
in 40 cases (in 8 of whom there was postsurgical meno- 
pause); climacteric symptoms were present in 14 pa- 
tients. In cases associated with pregnancy the mechanical 
and infectious features seemed more significant than en- 
docrine ones. Among patients having menses were many 
with irregular or scant flow. While clinically there seems 


TaBLeE 4.—Marital Status of 105 Patients 


Percentage 
No. of of 
Status Patients Patients 


no doubt that emotional status varies in cyclic relation- 
ship with the estrogenic cycle, the question concerns the 
nature of the relationship. Benedek and Rubenstein '* 
thoroughly studied this problem and regard the associ- 
ation as a psychosomatic unit. 


17. Boswell, P. P.: Perscnal communication to the author. He observed 
5 cases of pruritus vulvae in |,200 Negro patients, 1 with diabetes, 2 with 
generalized neurodermatitis, and 2 with psychological factors prominent. 

18. Benedek, T., and Rubenstein, B. B.: Sexual Cycle in Women: The 
Relation Between Ovarian Function and Psychodynamic Processes, Psy- 
chosomatic Medicine Monograph 1-2, Washington, D. C., National Re- 
search Council, 1942, vol. 3. 


18 PRURITUS VULVAE—LYNCH 


The incidence of association of diabetes mellitus with 
pruritus vulvae is not yet known. In most patients in this 
and other series a single normal urine specimen served 
to exclude diabetes, so one assumes that statistical evi- 
dence ranks diabetes far too low etiologically. Predispo- 
sition to mycotic or bacteriological infection explains the 
role of diabetes in many cases, but in apparently nonin- 
fected cases there remains a possibility of fermentation or 
other physiological-chemical local changes. In diabetic 
patients there was an increased tendency for the eruption 
to begin in the anal area and spread to the vulva. Such 
a sequence would seem to be unlikely if glucosuria were 
the only cause of their vuivar pruritus. A “toxic” mecha- 
nism has also been asserted but is a vague concept. 

As might be expected, the course of pruritus vulvae is 
related to the appearance of the eruption. Acute erup- 
tions are usually associated with moisture or swelling (15 
out of 19) or, in the absence of these signs, with evi- 
dence of infection (2, mycotic) or discharge (1, preg- 
nant). Viewed etiologically the acute eruptions show as- 
sociation with diabetes, mycotic infection, vaginitis, dis- 
charge, or other local pathological process, either alone 
or in combination. In chronic eruptions one must search 
for these causes, but they are less likely to be found; 
atopy, endocrine abnormality, and psychic stress are 
more prominent. 

Briefly, the findings in this series of patients are sum- 
marized. 1. Vaginitis and discharge or other pelvic dis- 
ease were present in 40%. 2. Cutaneous infection was 
evident in 25%. 3. Disturbance in sugar metabolism was 
present in at least 15% and was usually associated with 
redness, swelling, or infection. 4. There was evidence of 
atopy in 80%. 5. Regular, normal menses were present 
in only 20%, but the role of endocrine dysfunction can- 
not easily be judged. 6. Psychological factors seemed to 
be present frequently, to be related to atopy and diabetes, 
and probably to be of pathogenic significance. 


THERAPY 
A diagnosis of pruritus vulvae is incomplete until other 
dermatoses, particularly psoriasis, are considered. Any 
infection that may be present is evaluated and treated 
more or less specifically. Certain etiological factors may 
be suggested by the duration and the appearance of the 
eruption. Treatment is fairly obvious if one finds dia- 


TABLE 5.—Catamenial Data of Ninety-Seven Patients 


Percentage 
No. of of 
Menstruation Patients Patients 

7 7 
Climacteric 14 14 
40 41 


betes, vaginitis, or other local abnormality. Endocrine 
factors are often apparent but estrogenic therapy seems 
of little value; it may be used when premenopausal or 
climacteric symptoms are present and may alleviate ten- 
sion, thus indirectly helping the pruritus vulvae. I prefer 
oral administration for better control of dosage. With 
increasingly effective steps to prevent unsupervised use of 
sedatives there is less fear of prescribing mild sedation for 
tension thought to be causing, contributing to, or result- 
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ing from itching. Sedation can be a valuable aid, reducing 
irritability and anxiety and helping the patient toward 
emotional readjustment and suitable changes in inter- 
personal relationships. Atopy is frequently evident but 
I have no faith in “allergic management” of these pa- 
tients. I am not encouraged by what I have seen of tattoo, 
injection, vulvar resection, or neurosurgical attempts. 


TABLE 6.—Course of Eruption in 112 Patients 


Percentage 
No. of of 
Course Patients Patients 
19 17 


These patients are best treated by general supportive and 
hygienic measures, intelligent and cautious topical ther- 
apy, limited use of roentgen therapy, and a superficial, 
nonspecialized “family doctor” type of psychotherapy. 
Removal or treatment of a single cause does not assure 
a cure; additional factors must be searched for and at- 
tacked when progress is not continuously favorab‘e. For 
many patients the outlook is excellent, and for others it 
is poor, but prognosis is difficult except in the acute cases. 


SUMMARY 

1. The textbook and recent periodic literature on 
pruritus vulvae was reviewed and discussed, particularly 
with reference to etiology. 

2. The records of 112 patients observed in private der- 
matological practice were reviewed with reference to the 
age at onset and to the presence or absence of vaginitis, 
diabetes, atopy, and estrogenic abnormality, and the 
nature and course of the eruptions. 

3. Theoretical consideration was given to psycholog- 
ical features relating atopy, diabetes, and pruritus vulvae. 
Psychic and endocrine features of the climacteric were 
thought not to be closely related with pruritus vulvae. 


350 St. Peter St. 


Intellectual Servility—An overweening regard for authority in 
the sciences, is the offspring, either of a slender understanding 
or a timid spirit, still further enfeebled by bad education. It 
shows itself, not merely in an unsuspicious assent to alleged 
facts—a pardonable credulity—but in an implicit adoption of the 
conclusions of eminent men, when we should examine for our- 
selves, both their premises and reasonings. The latter species of 
intellectual servility, has done much harm to the profession, and 
through it to society at large. In general, we are under the 
necessity of receiving as true, that which the archives of medicine 
present to us as fact; for it is impossible to repeat every experi- 
ment, and many observations can never be made a second time, 
because the same combination of circumstances may not recur; 
but nothing should be taken on trust, when it can be avoided; as 
that which is reported correctly, may have been seen incorrectly, 
and the professions of truth with which a subject is introduced, 
may be designed by the author, to protect it from suspicion. 
But the reasonings of an author, a professor or a colleague, are 
legitimate subjects of scrutiny, and he who passes timidly over 
them, admits an inferiority, which fearless investigation might 
convince him, did not exist. He becomes the slave of opinions, 
instead of the servant of truth; and contributes not more to the 
diffusion of falsehood, than to the degradation of his own 
character.—D. Drake, M.D., Practical Essays on Medical Edu- 
cation and the Medical Profession in the United States, Phila- 
delphia, W. B. Saunders Company, 1952, p. 79. 
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PRESENT STATUS OF SURGICAL TREATMENT FOR CARDIAC DISEASES 


Thomas J. Dry, M.B., Rochester, Minn. 


In 1938, Robert Gross performed the first successful 
ligation of a patent ductus arteriosus. This spectacular 
event is to a large extent responsible for setting in motion 
a veritable chain reaction in which investigators in many 
fields of biology and science have shared the experiences 
of the clinician and the surgeon. In an unbelievably short 
time, the application of surgical techniques has spread 
to a growing number of acquired and congenital cardiac 
disease states. To present a picture of the current status 
of surgical techniques for cardiac diseases, this survey 
includes information gathered by means of a question- 
naire from the experiences and opinions of a number of 
clinicians and surgeons prominent in this field.* 

For convenience of discussion, the cardiac diseases 
amenable to surgical treatment can be divided into three 
groups. 1. This group consists of those instances in which 
a physiological restoration to normal or near normal is 
possible in a great number of cases. These conditions 
include patent ductus arteriosus, coarctation of the aorta, 
vascular rings, pulmonary arteriovenous fistula, and con- 
strictive pericarditis (about half the cases). 2. This group 
consists of those instances in which amelioration of 
symptoms is possible in a reasonably satisfactory number 
of cases. These conditions include mitral stenosis, val- 
vular pulmonic stenosis, and infundibular pulmonic 
stenosis and atresia (tetralogy of Fallot and tricuspid 
atresia). 3. This group consists of those instances in 
which better results will become possible through new 
techniques and new tools. These conditions include 
aorticopulmonary fistula, anomalous pulmonary venous 
drainage, atrial septal defect, ventricular septal defect, 
transposition of the great vessels, aortic stenosis, aortic 
insufficiency, and coronary insufficiency caused by dis- 
ease of the coronary artery. 

This classification is made with the full realization 
that some of the conditions named in the latter two 
groups perhaps have been shifted to a different category 
even in the short period that has elapsed since this survey 
was completed. It is highly probable that still other en- 
tities not enumerated will have to be included under one 
or another category before long. 


PATENT DUCTUS ARTERIOSUS 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—An open ductus produces a shunt that carries 
from 20 to 80% of the left ventricular output of blood 
into the pulmonary artery. The consequences of such a 
shunt are left ventricular hypertrophy, subacute bacterial 
endarteritis, and, occasionally, pulmonary vascular 
sclerosis resulting in pulmonary hypertension. 

Selection of Patients for Operation.—The consensus 
is that the patent ductus should be closed, and this has 
become a routine surgical procedure in almost all pa- 
tients past the age of 3 years. An elderly patient who 
does not have symptoms or cardiac enlargement might 
be considered an exception to the rule. Occasionally, an 
Open ductus results in progressive cardiac enlargement 


with congestive failure during infancy; the typical ma- 
chinery murmur in these instances usually is not heard, 
and, unless the index of suspicion is high, the correct 
diagnosis will nét be made. Such an infant most certainly 
will die unless the ductus is closed. The diagnosis may 
have to be established by aortography, or surgical ex- 
ploration may have to be undertaken in the absence of 
conclusive proof that a patent ductus is the cause of 
cardiac failure. This latter procedure is justified when 
other signs are present suggestive of an open ductus, 
such as increased pulmonary blood flow or large pulse 
pressure. 


Operation.—The method by which the duct is closed 
varies in the hands of different surgeons. Ligation by the 
multiple suture method of Blalock and the procedure of 
complete surgical division both have their proponents. 
Gross has carried out complete division of the ductus in 
more than 500 patients without a single fatality from 
hemorrhage. Some surgeons utilize both methods, ligat- 
ing a long, narrow ductus but dividing those that appar- 
ently have a greater tendency to recanalize, namely those 
that are short and wide. Simple ligation by means of a 
single suture has been abandoned, because practically 
all the cases in which recanalization has occurred were 
those in which this method was employed. 

The results of closure of these congenital anomalies 
have been highly satisfactory. The risk to the patient is 
far less than the risk of allowing complications to de- 
velop, inasmuch as the operative mortality varies from 
less that 1 to 3%. In the hands of a number of surgeons, 
the operation has been carried out successfully in large 
series of consecutive patients without a single fatality. 


COARCTATION OF THE AORTA 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—The relief of a mechanical obstruction, in this 
case in the aortic arch, must be considered a valid reason 
for surgical attack. Experience in many centers has 
proved that such removal has become possible, and the 
necessary surgical procedures are accompanied by a low 
mortality rate. Life expectancy doubtless will be length- 
ened considerably because of resultant relief of hy- 
pertension proximal to the coarctation and through 
prevention of the complications of this lesion. These com- 
plications, incidentally, are all serious. They include left 
ventricular failure, rupture of the aorta, subacute bac- 
terial endocarditis involving the leaflets of the aortic 
valves (which frequently are bicuspid), and rupture of 
an aneurysm of the circle of Willis (a common asso- 
ciation) with subarachnoid hemorrhage. 

Selection of Patients for Operation.—Obviously, the 
operation is done best before complications have de- 
veloped. Opinions vary somewhat as to the ideal age, 


From the Division of Medicine, Mayo Clinic. 
Read before the General Scientific Meeting at the 101st Annual Session 
of the American Medical Association, Chicago, June 13, 1952. 
1. A list of the physicians who answered the questionnaire will appear 
in the author’s reprints. 
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but all are agreed that surgical intervention is carried out 
best before the patient reaches the age of 20 years, al- 
though it has often been done in older patients. Most 
physicians agree that it should be postponed until the pa- 
tient is around 10 years of age, unless symptoms or com- 
plications appear. The series of patients at the Mayo 
Clinic includes a 10-week-old child who experienced 
congestive cardiac failure and who was operated on suc- 
cessfully as an emergency procedure. One and a half 
years later, the child is free of symptoms and the heart 
is normal in size. The fact that intracranial bleeding has 
occurred is an indication for, rather than a contraindica- 
tion to, surgical treatment of coarctation; in a number 
of other instances the operation has been performed suc- 
cessfully after left ventricular failure has occurred. Ob- 
viously, medical treatment should be instituted first in 
order to restore cardiac compensation as adequately as 
is possible under the circumstances. 

Operation.—In the majority of cases, the stenosed re- 
gion is short, which allows excision of that area followed 
by an end-to-end anastomosis. The number of patients 
who can be successfully operated on has been increased 
by the use of grafts when the region of constriction is too 
long for end-to-end anastomosis and when the wall of the 
vessei in close proximity to the coarctated region has 
undergone degenerative changes. 

Surgical treatment of coarctation of the aorta is emi- 
nently satisfactory, when one considers the potential haz- 
ards of the disease and the fact that the average operative 
mortality rate is only approximately 10%. In one series, 
the mortality rate was 5% in 87 consecutive cases, and 
in another it was 4% in 100 consecutive cases. At 
the clinic, only one death has occurred in the last 90 con- 
secutive cases. Among those patients who survived op- 
eration, 90% have had good or even excellent results. 


VASCULAR RINGS 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—Vascular rings result from a variety of anoma- 
lies of the aortic arch system, so disposed as to encircle 
the esophagus and trachea. They may be asymptomatic, 
but frequently they produce symptoms by means of 
mechanical pressure or obstruction. The symptoms are 
referable mainly to the esophagus and trachea, since 
these are the structures that are surrounded by the vascu- 
lar ring. The normal frequency of difficulties in feeding 
and of respiratory illnesses among infants accounts for 
the fact that the correct diagnosis often is overlooked. 
Once suspected, a deformity in the barium-filled esopha- 
gus usually can be demonstrated, and this establishes the 
presence of an abnormal vessel or of a vessel abnormally 
located. 

Selection of Patients for Operation.—Obviously, op- 
eration should be carried out in those patients presenting 
symptoms when the diagnosis is made. The commoner 
types of vascular rings are (1) a functional double aortic 
arch, (2) a right subclavian artery that arises as the 
fourth branch of the aortic arch and that crosses the mid- 
line behind the trachea and esophagus in its course to 
reach its destination, (3) a right-sided aortic arch that, 
with remnants of the left arch either as vessels or as 
atretic bands, forms a vascular ring, and (4) remnants 
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of a right arch forming a ring with the normal left arch. 
The ligamentum arteriosum shares frequently in the es- 
tablishment of a vascular ring. 

Operation.—The surgical treatment consists of reliev- 
ing the obstruction by division of the obstructing vessels 
or atretic remnants of vessels without disturbing the ar- 
terial supply to the head and neck and upper extremities. 
This requires careful dissection and definition of struc- 
tures at the time of exploration. The type of vascular ring 
that can be overlooked readily is the type in which the 
posterior limb of the ring is formed by an atretic band 
rather than by an open vessel. Over-all results have been 
especially satisfactory. The symptoms resulting from the 
effects of pressure may persist for several months after 
the appropriate surgical procedure has been carried out 
successfully. 


PULMONARY ARTERIOVENOUS FISTULA 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—Since the pulmonary artery carries venous blood, 
a fistula between one or more of the branches of the pul- 
monary artery and the corresponding radicles of the sys- 
tem of pulmonary veins results in a venous-arterial shunt. 
Under these circumstances, two primary circulatory 
faults result; first, effective pulmonary blood flow is cur- 
tailed, and, second, incompletely saturated hemoglobin 
reaches the systemic circulation. The latter fault has the 
same consequences as a venous-arterial shunt within the 
heart itself. It is, in effect, a stimulus to formation of 
erythrocytes, which results in polycythemia with its usual 
accompaniments, namely clubbing of the fingers and 
toes. The patient so afflicted suffers the same incapacita- 
tion as one who has a venous-arterial shunt caused by 
other factors. 

Arteriovenous fistulas are rare, but their clinical recog- 
nition is not difficult. Congenital anomalies causing cy- 
anosis are almost always associated with cardiac mur- 
murs, especially when the patient has survived beyond 
infancy. In pulmonary arteriovenous fistula, no striking 
cardiac murmurs are noted, and this should raise the 
suspicion that the lesion producing the cyanosis is not 
an intracardiac lesion. Further evidence is provided by 
the routine roentgenogram of the thorax, which reveals a 
region of density in that part of the pulmonary field con- 
taining the fistula. Auscultation often discloses a systolic 
and at times a continuous murmur over the region cor- 
responding to the pulmonary findings as revealed by the 
roentgenogram. 

Operation.—The rationale for the surgical treatment 
of these fistulas is self-evident. The resection of that por- 
tion of the lung containing the fistula or fistulas, in terms 
of current thoracic surgical procedures, not only is a 
relatively safe procedure but also is a means of correct- 
ing a circulatory disturbance that provokes serious 
physiological changes. Results of the surgical treatment 
of pulmonary arteriovenous fistula are excellent, and the 
mortality rates have been extremely favorable. 


CONSTRICTIVE PERICARDITIS 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—Diastolic filling of the heart is impeded when it 
has become encased in nondistensible fibrous tissue, 
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which is associated usually with various degrees of cal- 
cification. Venous flow into the right atrium and right 
ventricle is impaired, and cardiac output is diminished. 
Any need for increased cardiac output must be met en- 
tirely by elevation of cardiac rate. Engorgement of the 
venous system, with hepatic enlargement and ascites, in- 
evitably follows. 

In addition to disturbances in hemodynamics, the 
cardiac muscle itself undergoes atrophy, which, in long- 
standing cases, may be irreversible; the liver, too, may 
eventually undergo degenerative changes as the result of 
unrelieved hepatic engorgement. 

The surgical removal of the constricting tissue is a 
tedious procedure, but it is worth while in terms of the 
ultimate results in a substantial number of cases. In 
some, the beneficial results are not apparent for months 
after surgical treatment. The speed and extent of recov- 
ery are dependent on several factors, namely, the degree 
of myocardial atrophy, the degree of hepatic damage, 
and the thoroughness with which the elements encasing 
the heart and venae cavae are removed. Experience from 
many sources indicates the advisability of performing 
surgery before the injury sustained by the myocardium 
and liver has progressed beyond physiological recovery. 
Postponement on the assumption that the infectious 
process causing the constriction (usually tuberculosis) is 
still active is ill-founded. In the final analysis, clinical 
evidence of cardiac constriction in these cases is the main 
indication for cardiac operation. The sternum-splitting 
approach offers the best exposure for this type of opera- 
tion and is being employed more frequently than any 
other type of incision. 

The over-all results of surgical treatment have been 
excellent in about half the patients, including patients 
who had long-standing constrictive pericarditis. Early 
surgical intervention is likely to improve the record. 


MITRAL STENOSIS 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—Mitral stenosis is one of the commoner causes of 
pulmonary hypertension. Because the stenotic mitral 
valve obstructs pulmonary drainage, the brunt of pres- 
sures that may be several times the normal value is borne 
by the left atrium, the pulmonary vascular bed, and the 
right ventricle. This is reflected by left atrial enlargement, 
pulmonary vascular sclerosis, and right ventricular hy- 
pertrophy. But, besides these deleterious effects behind 
the stenosed mitral valve, there is also the handicap of 
diminished flow of blood into the left ventricle and the 
systemic circulation. In the severer degrees of mitral 
stenosis, this flow decreases rather than increases during 
exercise, so that when the demand for systemic flow is 
greatest the supply is sharply curtailed. 

Direct surgical attack on the stenotic mitral valve has 
been contemplated and has been attempted at various 
times since the turn of this century; its successful execu- 
tion, however, is a relatively recent event. Many factors 
were involved in the postponement of accepting the feasi- 
bility of such a procedure, not the least of which was 
skepticism. Previous failures because of the production 
of mitral insufficiency in the process of the operation all 
but condemned the procedure as totally impracticable. In 
the meantime, advances in anesthesiology, the apprecia- 
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tion of the value of teamwork, accomplishments in other 
fields of cardiac operations, and a better understanding 
of the hydrodynamics involved in mitral disease have 
overcome handicaps both of theory and of practice. Ac- 
tually, it was a surgeon who, afflicted with rheumatic 
heart disease himself, startled the world into the realiza- 
tion that much of the thinking regarding mitral stenosis 
was wrong. 

Selection of Patients for Operation.—All physicians 
are not in agreement as to which patients with mitral 
stenosis should be and which should not or need not be 
operated on. Experiences from many sources, however, 
gradually are clarifying the criteria involved in this de- 
cision. The greatest success and the lowest mortality rate 
are encountered in those patients with mitral stenosis 
who have been classified as group 2 and group 3. 

Group 2 comprises those patients who have a defi- 
nitely reduced tolerance to exercise but in whom actual 
congestive heart failure has not developed. Group 3 com- 
prises those who have had attacks of acute pulmonary 
edema or hemoptysis or both. Those patients who show 
the clinical signs of mitral stenosis but who are relatively 
asymptomatic (group 1) have thus far seldom come to 
operation, but more and more emphasis and reliance are 
being placed on the determination of right ventricular 
and pulmonary arterial pressures in selecting patients for 
operation. Many patients have been operated on who 
had chronic congestive cardiac failure, and in some of 
these patients the condition had become intractable to 
the usual medical measures (group 4). In this group, the 
operative mortality has been considerably higher and the 
end results have been less dramatic. In one series, for 
example, in 15 patients classed as group 2, the mortality 
rate was zero, it was 5% in 100 patients classed as group 
3, and it was almost 30% in those classed as group 4. 
In another series, the mortality rate was 6% in patients 
classed as group 3 but 40% in those classed as group 4. 

Most physicians are agreed that auricular fibrillation 
or a history of previous embolic accidents does not neces- 
sarily contraindicate operation. Actually, it is less dif- 
ficult to control the ventricular rate during operation on a 
fibrillating heart that has been digitalized previously than 
on one that displays sinus rhythm. A few patients past 
the age of 50 years have been considered suitable for 
operation. Surgical intervention is contraindicated when 
active rheumatic fever or subacute bacterial endocarditis 
is present or when there is an associated valvular lesion, 
especially aortic stenosis or regurgitation or both and 
mitral insufficiency. 

In the past, mitral insufficiency was considered to be 
identified easily by the presence of a prolonged apical 
systolic murmur. Everyone who has had the responsi- 
bility of determining whether mitral insufficiency is pres- 
ent has learned that this particular sign cannot be relied 
on. Cardiac catheterization has been of considerable help 
in this regard, but even the data provided by this method 
of examination have not proved uniformly reliable. Spe- 
cifically, a large pulse wave, systolic in time, that is noted 
when the “wedge” or “capillary” pressures are recorded 
supposedly implies that mitral regurgitation is present. 
Yet, in certain instances when this particular sign of 
mitral insufficiency was absent, the surgeon nevertheless 
has found free regurgitation at the time of operation. The 
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pathognomonic signs of mitral stenosis as described in 
the textbooks also have been found wanting. A systolic 
apical murmur may constitute the only auscultatory find- 
ing over the mitral region. The presence of calcification 
in the mitral leaflets, left atrial enlargement, and evi- 
dence of pulmonary hypertension are signs that are help- 
ful in the clinical recognition of mitral stenosis when the 
so-called classic auscultatory signs are lacking. The 
demonstration of left ventricular hypertrophy during 
roentgenoscopic examination is strong evidence that 
either aortic valvular disease or mitral insufficiency is 
present. 

Operation.—Many surgeons favor commissurotomy 
by the method of fracture with the finger; others favor 
use of some form of cutting knife that can be directed at 
the line of the fused commissures. In either method, the 
production of mitral insufficiency must be avoided. The 
commissurotomy must be completed without damage to 
the leaflets themselves, especially the anterior leaflet. 

The results of mitral commissurotomy have surpassed 
all expectation in regard both to operative mortality and 
to the benefits derived from the procedure. The improve- 
ment in the clinical condition of the patient has been es- 
tablished not only on subjective evaluation but by de- 
monstrable decrease in the size of the heart, the reversal 
of electrocardiographic abnormalities, and reduction in 
pulmonary arterial and right ventricular pressures. 


ISOLATED VALVULAR PULMONIC STENOSIS 


Basic Disturbance and Rationale for Surgical Treat- 
ment.—The basic disturbance in isolated valvular pul- 
monic stenosis is an obstruction to the free flow of blood 
into the pulmonary trunk and its branches resulting in 
right ventricular hypertrophy and eventual failure of the 
right side of the heart. In the average instance, obstruc- 
tion occurs only at the level of the pulmonic valve itself; 
the pulmonary artery is normal in size, and usually 
poststenotic dilatation of that vessel is noted. 

Selection of Patients for Operation.—Considerable 
lack of unanimity still exists as to the selection of pa- 
tients to be subjected to pulmonary valvulotomy; how- 
ever, accumulated experiences begin to demonstrate a 
definite trend toward the advisability of operation early 
in life. This trend is supported first by the fact that the 
operation, done as an emergency procedure in infants 
because of right ventricular failure, has proved to be 
life-saving in some instances, second by the fact that the 
operation is tolerated poorly in adults (Brock), and 
third by the inference that right ventricular hypertrophy 
eventually must culminate in failure. The greatest diver- 
gence of opinion concerns those patients who have few, 
if any, symptoms. Some have placed reliance on the mag- 
nitude of the pressures in the right ventricle as determined 
during cardiac catheterization, and they consider a pres- 
sure of more than 75 mm. Hg as an indication for valvu- 
lotomy. 

Operation.—The operative procedure that has gained 
the greatest application has been the Brock technique, in 
which a direct valvulotomy is done by means of an in- 
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strument that is passed through the anterior wall of the 
right ventricle. The pulmonic valve, which in this anom- 
aly is a diaphragm-like structure with a small central 
aperture, is thus enlarged, which allows a freer egress of 
blood into the pulmonary arterial system and a corres- 
ponding reduction in the right ventricular pressure. 

The over-all results of operation are promising indeed, 
because of both the symptomatic relief that results from 
the operation and the low mortality rate. In one series 
(Brock) of 40 patients, for example, 5 patients died as a 
result of the operation and all but one of the survivors 
were considered to have obtained a good result. In an- 
other series, the Brock procedure was done on approxi- 
mately 35 patients without a single death (Blalock). 


PULMONIC STENOSIS AND ATRESIA 


Basic Disturbance and Rationale for Surgical Treat- 
ment.—Two clinical entities are included under the 
heading of pulmonic stenosis and atresia, namely, tetral- 
ogy of Fallot and tricuspid atresia. While distinct 
anatomic differences exist between these anomalies, the 
physiological derangements are similar. The tetralogy of 
Fallot includes obstruction to the pulmonary blood flow 
and a venous-arterial shunt through a ventricular septal 
defect into an overriding aorta. In tricuspid atresia, ob- 
struction to pulmonary blood flow is also present as a 
result of pulmonary atresia, and mixing of arterial and 
venous blood occurs also. This is present in both the left 
atrium, via an atrial septal defect, and the left ventricle. 
The rationale for surgical treatment is the same in the 
two conditions, namely, to increase pulmonary blood 
flow. 

Operation.—It is only in some instances of tetralogy 
of Fallot that a pulmonary valvulotomy is feasible, since 
an infundibular stenosis usually is present in addition to 
a small pulmonary artery. It can be extremely difficult 
even at the time of operation to be sure what type of 
stenosis is present. A few cases have been encountered 
in which there was valvular stenosis plus a subpulmonic 
muscular diaphragm, which may cause as much obstruc- 
tion as the narrow pulmonic valve itself. The frequency 
of this occurrence is uncertain, since its recognition is 
difficult. The findings on catheterization in these cases 
would simulate those encountered in infundibular sten- 
Osis. 


Kirklin has described an instance in which recent 
exploration at the clinic was done on a patient in whom 
previous pulmonary valvulotomy had failed to relieve 
the symptoms. At the second operation, no obstruction 
was found at the level of the pulmonary valve, but when 
a catheter was introduced toward the outflow chamber 
of the right ventricle a region of low pressure was en- 
countered. When the catheter was advanced further, 
pressures in the vicinity of 150 mm. Hg were obtained. 
This established the evidence that a second obstruction 
was present between the right ventricular chamber and 
the pulmonic valve. By means of a wire as a cutting in- 
strument, it was possible to cut through the anterior edge 
of this obstruction from within, and almost immediately 
the cardiac output increased. It is too early to evaluate 
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the ultimate results in this case. Undoubtedly, others like 
it must occur. 


The procedure most generally employed in the sur- 
gical correction of the tetralogy of Fallot is some form of 
shunt operation, with either the Blalock or the Potts 
technique. The latter is the operation of choice for 
infants. 

Taussig’s '* report of 1,000 cases of pulmonary stenosis 
or atresia or both, makes it evident that the ideal time to 
perform a shunt operation for tetralogy of Fallot is when 
the patient is between the ages of 10 and 15 years. In this 
group, the operative mortality was 8% and good results 
were obtained in 87%. The mortality rate among pa- 
tients less than one year of age was 42%, and only 50% 
in this age group obtained good results. In the group of 
patients between 15 and 20 years of age, the mortality 
rate was 20%, while 75% of those surviving obtained 
good results. The results in 63 patients who had tricuspid 
atresia were not so favorable, as reflected by an operative 
mortality of 26% and good results in 68%. 

Taussig has summarized the over-all picture as fol- 
lows: “A child with a tetralogy of Fallot has an 85 per 
cent chance of coming through the operation greatly im- 
proved and an equally good chance of maintaining that 
improvement.” The situation then is gratifying, consider- 
ing that the physician is dealing with types of congenital 
malformation that are seriously incapacitating and sel- 
dom compatible with life beyond the third decade. 

One group of investigators (Harken) is developing a 
method that is intended to enlarge the infundibular 
tunnel as well as to help correct the overriding aorta. This 
method involves the use of an infundibular tunnel made 
of methyl methacrylate (lucite®). 


AORTICOPULMONARY FISTULA 


Basic Disturbance and Rationale for Surgical Treat- 
ment.—The basic circulatory faults in aorticopulmonary 
fistula are essentially the same as in patent ductus arteri- 
osus, and indeed the physical findings usually closely 
simulate those of the latter disease. Developmentally, an 
aorticopulmonary fistula is the result of incomplete 
separation of the truncus arteriosus into the aorta and 
the pulmonary artery, leaving, as the name implies, a 
fistulous communication between these great vessels. 
This is actually a limited form of persistent truncus 
arteriosus. No septum develops in the first 1 to 2 in. 
(2.5 to 5 cm.) of the truncus arteriosus; thus a free com- 
munication is left between the aorta and pulmonary 
trunk. 

Aorticopulmonary fistula probably is much commoner 
than is generally supposed. Spencer and Dworken * were 
able to find reports of only 13 cases in the literature up 
to 1950, and 10 of these were from Maude Abbott’s 
collection. Prior to the advent of cardiac catheterization 
and angiography and to the application of surgical treat- 
ment to patent ductus arteriosus, aorticopulmonary 
fistulas no doubt were mistaken for patent ductus. 
Adams, Diehl, Jorgens, and Veasy * have reported five 
cases (one confirmed at necropsy) in which the diagnosis 
was made by cardiac catheterization. 
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Operation.—Theoretically, it would appear relatively 
simple to apply an instrument such as the Potts’ clamp to 
both great vessels and then to repair the defect. Actually, 
a surgical procedure for this defect is both hazardous for 
the patient and technically difficult for the surgeon. This 
is largely because the defect is behind the pulmonary 
trunk and in close approximation to the aortic valve and 
especially to the origin of the coronary arteries from the 
aorta. In a few isolated cases (Blalock, Gross, and 
Varco), the fistula has been closed, but the ultimate re- 
sults cannot be evaluated at this time. 


ANOMALOUS DRAINAGE OF PULMONARY VEINS 


Basic Disturbance and Rationale for Surgical Treat- 
ment.—Pulmonary veins may drain anomalously into 
the right atrium or one of its tributary veins instead of 
into the left atrium. Such anomalous venous drainage 
may be partial or complete. In partial anomalous drain- 
age, some of the pulmonary veins communicate normally 
with the left atrium and others communicate anomalously 
with the right atrium or one of its tributary veins. In com- 
plete anomalous drainage, all the pulmonary veins drain 
into the right atrium or one of its tributary veins and none 
drain into the left atrium. In the latter anomaly, an atrial 
septal defect is present that is the only route whereby 
blood can reach the left side of the heart for distribution 
to the systemic circulation. Death during early infancy is 
common. The arterial blood is incompletely saturated 
with oxygen, and cyanosis usually is evident. In partial 
anomalous venous drainage, pulmonary recirculation of 
oxygenated blood is present, and the condition has func- 
tional characteristics similar to those of atrial septal 
defect. No cyanosis is present, and the patient usually 
survives to adult life. 

The diagnosis is best determined by catheterization of 
the right side of the heart. Abnormally high values for 
oxygen saturation of hemoglobin will be found in the 
right atrium or superior vena cava, indicating an arterio- 
venous shunt, but if the catheter passes directly from the 
superior vena cava or from the right atrium into a pul- 
monary vein a positive diagnosis is established. Examina- 
tion of blood drawn from the catheter while it occupies 
this position will disclose 100% saturation with oxygen. 

Operation.—Surgical treatment would appear entirely 
feasible in some cases of partial pulmonary venous drain- 
age. Deterling has obtained good results in two patients 
in whom he carried out a right pneumonectomy because 
of venous drainage from the right lung through a com- 
mon pulmonary vein into the inferior vena cava. The 
transplantation of a pulmonary vein into the left atrium 
or auricular appendage is difficult technically, and the 
chances of subsequent thrombosis because of the low 
pressure in the pulmonary vein are discouragingly high. 
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ATRIAL SEPTAL DEFECT 

Basic Disturbance and Rationale for Surgical Treat- 
ment.—The main circulatory fault in atrial septal defect 
is an arteriovenous shunt that results in recirculation of 
arterial blood through the pulmonary system. This in- 
crease in pulmonary blood flow is reflected in dilatation 
of the pulmonary trunk and its branches and in hyper- 
trophy and dilatation of the right ventricle and right 
atrium, resulting eventually in cardiac failure. Auricular 
fibrillation is fairly common in atrial septal defect. Ac- 
quired rheumatic cardiac disease (especially mitral 
stenosis) occurs more frequently in association with 
atrial septal defect than in any other type of congenital 
cardiac disease. Abscess of the brain and the escape of 
an embolus through the defect (paradoxical embolus) 
are complications of atrial septal defect, but they are 
rare. Not infrequently, sudden death occurs without 
warning or explanation in a person known to have an 
atrial septal defect. 

Operation.—Until recently, attempts to close the 
septal defect have been unsatisfactory. Both Bailey and 
Gross have successfully closed atrial septal defects. 
Bailey sutures a portion of the redundant and dilated 
right atrial wall to the edges of the defect, thus effecting 
a complete closure of the defect. He has established proof 
of the postoperative absence of arterialized blood in the 
right atrium by means of cardiac catheterization. Gross 
has developed an ingenious method of gaining access to 
the atrial chamber that at the same time controls bleed- 
ing. This technique involves establishment of a temporary 
communication between a plastic funnel and the atrial 
chamber. This furnishes access to the septal defect, which 
can then be either sutured, if small, or closed with the 
use of a plastic flap, if large. These techniques represent 
important advances in cardiac surgical procedures, be- 
cause atrial septal defects are among the commoner 
types of congenital cardiac anomalies encountered in 
adult life, and, in the majority of these patients, it is the 
only anomaly present. 


VENTRICULAR SEPTAL DEFECT 


Basic Disturbance and Rationale for Surgical Treat- 
ment.—Ventricular septal defects occur either in the 
membranous or in the muscular portion of the ventric- 
ular septum. In either case, a shunt of blood from the 
left ventricle to the right ventricle occurs with each 
systolic ejection, and this increases the load of work of 
both ventricles. The postnatal period apparently is 
hazardous for some infants with ventricular septal defect, 
and death during the first year of life is common. Patients 
who survive this period, however, may live many years 
without disability. Those who reach adulthood may dis- 
play little or no cardiac enlargement, and the electro- 
cardiogram may be normal. Bacterial endocarditis is a 
common complication in patients who survive infancy. 

Operation.—No satisfactory surgical treatment for 
this condition is available at present. The opportunity for 
borrowing tissue from adjacent structures does not exist 
here as it does in the case of an atrial septal defect, and 
the use of extraneous material or tissue as a.means of 
closing or plugging the defect aas proved unsatisfactory. 
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TRANSPOSITION OF THE GREAT VESSELS 


Basic Disturbance and Rationale for Surgical Treat- 
ment.—The systemic circulation in transposition of the 
great vessels carries venous blood and only such arteri- 
alized blood that can reach it through a septal defect or a 
patent ductus arteriosus. This is because the great vessels 
arise from ventricles opposite to their usual position. 


Operation.—It is feasible to speculate that this anom- 
aly one day will be correctable, but this will depend either 
on the development of an extracorporeal heart or on a 
procedure, such as the production of hypothermia, that 
will allow clamping of the venae cavae for a period long 
enough to permit the surgeon to transpose the great 
vessels. To date, all attempts at alleviating this anomaly 
have been directed to the production of septal defects 
that will allow a freer shunt of arterialized blood into the 
systemic circulation. 


AORTIC VALVULAR DISEASE 


Bailey, who has pioneered in operations on the mitral 
valve, also has given considerable attention to aortic 
valvular disease. At the present time, attempts to reduce 
regurgitation have depended on the use of extraneous 
tissue, namely, pericardium. A sling of pericardium is so 
implanted as to impede back flow and yet offer no ob- 
struction to forward flow. The ultimate results are 
awaited with great interest. 


CORONARY INSUFFICIENCY 


The patient who makes a satisfactory readjustment to 
occlusive disease of the coronary artery does so by virtue 
of establishing adequate collateral circulation. For a 
number of years, the problem of stimulating or creating 
added collateral channels has been approached from 
various angles. Few have pursued the problem as dili- 
gently as Dr. Claude Beck of Cleveland, Ohio, whose 
views as stated in a personal communication can be 
summarized as follows: 


1. Extracoronary arterial communications, i. e., communi- 
cations between arteries in tissue grafted on the heart and the 
coronary arteries, can be produced in an occasional experiment, 
but they do not develop with any kind of dependable regularity. 
This includes omentum, chest wall, mediastinal fat, and peri- 
cardium. Further effort should be made to improve this possible 
approach. 

2. Intercoronary communications can be produced with con- 
siderable regularity. This has been proven satisfactorily by ex- 
periment. These intercoronary channels are an important aid to 
the blood supply to the heart. 

3. Elevation of pressure in the coronary sinus by partial liga- 
tion of the sinus has been proved to be beneficial by Eckstein 
of this school. 

4. Arterial blood in the coronary sinus has been proved to 
be beneficial experimentally. In patients with coronary disease 
a graft between aorta and coronary sinus has been beneficial. 
We are investigating these results. My opinion is that these 
patients with a patent graft are much improved. 

I do not know whether Fauteux’s idea of neurectomy is bene- 
ficial in itself. 1 do not believe he demonstrated that part ex- 
perimentally. 

I hope you will make a plea for surgeons and cardiologists 
to study the coronary problem from the standpoint of delivering 
red blood to the heart. I am satisfied that red blood in the coro- 
nary sinus protects the heart against coronary artery occlusion. 
How it does this is another problem, and this is being investi- 
gated by our group with Richard Eckstein. 
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The scapulocostal syndrome is manifested by the in- 
sidious development of pain in the superior or posterior 
aspect of the shoulder girdle with radiation into one or 
more of the following regions: (1) the neck and occiput, 
often associated with severe headache; (2) the upper 
arm, particularly in the upper triceps and point of inser- 
tion of the deltoid muscle; (3) around the chest to the 
front of the thoracic wall; and (4) down the medial 
aspect of the forearm into the hand and fingers. Often 
there is numbness and tingling of the fingers, most com- 
monly the fourth and fifth. The syndrome is caused by 
long-standing alteration of the relationship between the 
scapula and the posterior thoracic wall. It is characterized 
by remissions and exacerbations and may become acute, 
but it is more often chronic and can persist for years. It 
is refractory to the usual forms of physical therapy and 
is very common. I believe it to be a contributing factor 
in at least half of all cases of painful shoulder. In the early 
symptoms of this syndrome, shoulder and scapular pain 
are prominent. When well established, the radiation 
zones become the painful areas and shoulder pain may 
be minimal or absent. The radiation apparently is of 
reflex nature on a cord segmental basis, depending on 
the level of the peripheral stimulus. The stimuli may 
originate either in the extremely sensitive tissues beneath 
the scapula or in the suspending muscles of the scapula 
in spasm. 

Case reports have appeared in the Italian and German 
literature as early as 1873.' Moseley * and Steindler ° 
have briefly described this syndrome in their writings 
within the last few years, but it still remains relatively 
unknown among physicians. The term “scapulocostal 
syndrome” was first used by Michele and his associates * 
in a detailed description of this condition two years ago. 
With increasing awareness of this syndrome and the op- 
portunity of observing and treating a large number of 
cases, more complete information is now available. 


CLASSIFICATIONS 

The syndrome can be of the primary, the secondary, 
or the static type. The primary type occurs in middle 
age, 35 to 60, among those whose posture has deterior- 
ated. The causes may be due to habitual slouch allowing 
the shoulders to roll forward and the scapulae to slide 
laterally, or to poor occupational sitting habits often seen 
among physicians, typists, chauffeurs, and machine oper- 
ators. The poor fit of the retracted scapula in its new 
position against the changing angle of the ribs, for a 
prolonged period, is responsible for setting up the pattern 
of symptoms. These are the patients who can voluntarily 
correct their faulty posture. Fatigue is a very prominent 
factor in these cases. Most primary cases have no pain 
in the morning, the symptoms becoming progressively 
worse toward the end of the day’s work. Some, however, 
have the greatest amount of pain in the morning and im- 
prove through the day. These are the patients whose bed 
posture is improper. Those who use high pillows, allow- 


DIAGNOSIS AND TREATMENT OF SCAPULOCOSTAL 


Allen S. Russek, M.D., New York 


SYNDROME 


ing the shoulders to sag and the head to be drawn to one 
side, fall into this group. The detailed history of postural 
habits is, therefore, essential if the cause is to be identi- 
fied. The primary form is that most frequently seen. In 
the clinic of the Sidney Hillman Health Center in New 
York, where members of the garment workers unions are 
treated, literally hundreds of cases of shoulder pain have 
been observed among machine operators, seamstresses, 
pressers, finishers, and cutters, whose occupational habits 
over many years resulted in postural defects and periodic 
fatigue corresponding to seasonal overwork. Half of these 
patients with shoulder pain from all causes revealed evi- 
dence of primary scapulocostal syndrome. A number of 
cases among persons who work under nervous tension, 
having no postural faults, have been seen. The neck pain 
and headache are most severe in this group. 

The secondary type occurs as a late complication fol- 
lowing a pre-existing acute shoulder or upper extremity 
lesion. These are the patients who were not in a position 
to use the arm-trunk mechanism for a prolonged period 
owing to pain in or near the shoulder joint or immobiliza- 
tion. It follows subdeltoid bursitis, dislocations of the 
shoulder, and immobilization fractures of any of the 
bones of the upper extremity, when the shoulder has not 
been used (frequently complicates Colles’ fractures). It 
has been seen as a complication in shoulder-hand syn- 
drome, Sudeck’s atrophy, abscesses about the neck and 
shoulder, lateral epicondylitis, rotator cuff injuries, and 
arthritis. The radiating pain in these conditions may 
retard recovery from the initial lesion or persist long after 
the original pathological condition has subsided or 
healed. Secondary scapulocostal syndrome is not infre- 
quent among patients who have recently terminated a 
long period of bedrest. The secondary type occurs in a 
younger age group than the primary form and develops 
in a much shorter time. 

The static syndrome is frequently seen among the 
severely disabled. These are the patients who are unable 
to control the scapulothoracic relationship. At the Insti- 
tute of Physical Medicine and Rehabilitation it has been 
treated in a wide variety of fixed deformities causing 
the scapula to sag or rotate. Among these are amputees, 
upper and lower; hemiplegics; and patients with a short 
lower extremity from any cause, such as high cord lesions 
from trauma or degenerative disease, severed spinal ac- 
cessory nerve, scoliosis, poliomyelitis, and many others. 


Read before the Section on Physical Medicine and Rehabilitation at 
the 101st Annual Session of the American Medical Association, Chicago, 
June 10, 1952. 

1. Galvani, cited by Michele, A. A.; Davies, J. J.; Krueger, F. J., and 
Lichtor, J. M.: Scapulocostal Syndrome (Fatigue-Postural Paradox), New 
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2. Moseley, H. F.: Shoulder Lesions, Springfield, Ill., Charles C 
Thomas, Publisher, 1945, p. 74. 

3. Steindler, A., and Marxer, J. L.: The Traumatic Deformities and 
Disabilities of the Upper Extremity, Springfield, Ill., Charles C Thomas, 
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Scapulocostal Syndrome (Fatigye-Postural Paradox), New York State J. ~ 
Med. 50:1353 (June 1) 1950. 
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SCAPULOCOSTAL SYNDROME—RUSSEK 


DIAGNOSIS 

In the primary form there is usually little or no limita- 
tion of range of motion at the glenohumeral joint. Careful 
observation of the scapulae, while the patient elevates the 
arms above the head, will often reveal a diminished ex- 
cursion of the scapula on the symptomatic side. This 
condition is very rare bilaterally. Scapulohumeral rhythm 
is minimally retarded owing to spasm of the trapezius, 
levator scapulae, and rhomboids. The scapula is re- 
tracted by having the patient place the hand of the in- 
volved side on the opposite shoulder, drawing the arm 
horizontally across the chest. Thumb pressure, along the 
vertebral border of the scapula, from above downwards 
against the chest wall will usually result in locating a 
tender point. A trigger point reproducing the radiation 
is very frequently found. It is often surprising to find an 
extremely sensitive point with light pressure where no 
pain was ever complained of. The usual trigger points 
are found at the vertebral border of the scapula at the 
superior angle and where the scapular spine flares. Less 


Subscapular infiltration. 


frequently, trigger points have been found at any level 
and even under the neck of the scapula on the maxillary 
border. The muscles surrounding the scapula, particularly 
the levator scapulae, are often hard and tender. Spray- 
ing the tender and trigger points with ethyl chloride may 
be followed by a significant measure of immediate relief 
of local and reflex pain. This is a good diagnostic test pro- 
cedure. 

In the secondary form, diagnosis is much more difficult 
owing to the limitation of range of motion of both the 
humerus and scapula. The same examination should be 
carried out as far as possible, but the location of the trig- 
ger points will be masked by general tenderness over a 
wide area and inability to retract the scapula. In these 
cases a diagnostic injection of 1 cc.'of distilled water 
under the superior angle of the scapula, and also under 
the root of the scapular spine, may be helpful. When 
these areas are hypersensitive, such an injection will be 
immediately followed by severe intensification of symp- 
toms. In normal tissues it does not cause significant dis- 
comfort. With practice, the insertion of the needle alone, 
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before the injection of water, will be diagnostic accord- 
ing to the patient’s reaction. 

In static cases, a very careful analysis of the history 
must be made, since similar symptoms may originate 
centrally in neurological diseases. In addition, paralyzed 
patients are subjected to repeated trauma of which they 
may not be aware. The relationship between the onset of 
scapulocostal symptoms and the basic disability must be 
established. There should be little change in symptoms 
with passive movements. Inquiry with regard to resting 
positions and the use of crutches must be made. Search 
for trigger points is the same in these cases as in others. 
Definite trigger points are found less frequently in flaccid 
paralysis than in spastic cases. In amputees, they can be 
picked up very easily. Sometimes it is necessary to do a 
therapeutic test infiltration on a few cubic centimeters of 
a 1% solution of procaine and evaluate the response. 

This syndrome is so common, particularly in the pri- 
mary form, that every physician treating shoulder pain 
should be on the alert for it. On the other hand, it must 
not be a catch-all diagnosis for shoulder lesions. It is most 
frequently improperly diagnosed as bursitis, neuritis, 
fibrositis, and arthritis. It is often confused with protru- 
sion of an intervertebral disc in the cervical spine, cer- 
vical arthritis, brachial plexus traction syndrome, and 
scalenus anticus syndrome because of the similar radia- 
tion. The above diagnoses can only be made after posi- 
tive elimination of the scapulocostal syndrome as the 
basis for the complaints. When it occurs on the left side, 
it may easily be mistaken for angina pectoris. Careful his- 
tory and examination will usually lead to accurate con- 
clusions. 

TREATMENT 

The objectives of treatment are to desensitize the sen- 
sitive and trigger points, so breaking the reflex mech- 
anisms, and eliminating the cause. Definite trigger points 
should be infiltrated with procaine (4-10 cc.). This 
should be followed by almost immediate and dramatic 
subsidence of local and reflex pain. The effect of the in- 
jection will usually be satisfactory for three or four days 
in severe cases and must be repeated as symptoms re- 
turn. In many cases, particularly the secondary form, 
one injection was sufficient if the pre-existing condition 
improved during the remission. 

In all cases the cause must be treated specifically from 
the start. Those with exaggerated lumbar lordosis and 
round shoulders should wear a properly fitted garment to 
restore more normal alignment. At the same time, the 
yatient must be made posture conscious and be instructed 
to assume good posture periodically throughout the day. 
Postural exercises may sometimes be very effective. In- 
struction in proper sitting, working, and sleeping posi- 
tions must be given. In secondary cases, treatment for 
the initial lesion must be continued to eliminate it. 

The static cases require mechanical devices for re- 
storing balance of the shoulder girdles. Cumulative small 
degrees of trauma must be avoided in paralyzed patients. 
These patients do not respond well to heat, and massage 
usualiy makes them worse. It may be that compression of 
the scapula against the thoracic wall increases the irrita- 
tion that already exists. These are the cases of “bursitis,” 
which are treated for months without improvement. 
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In the last two years, the author has used 1% procaine 
only for diagnostic testing. Therapeutic injections were 
made with intracaine® (beta-diethylaminoethyl-para- 
ethoxybenzoate hydrochloride) in oil, 2% . With this ma- 
terial, the local anesthetic effect has been active for 
weeks at a time and it has rarely been necessary to use 
more than three or four injections of from 2 to 5 cc. It is 
important to emphasize that this syndrome can be cured 
permanently when properly diagnosed and treated. It is 
not necessary to subject these patients to a prolonged 


course of physical therapy, other than the necessary ex- 
ercises. 


Because of the favorable response of the radiating pain 
into the fingers following subscapular injection of a local 
anesthetic, it was considered advisable to utilize this 
method in painful phantom upper extremities. Four cases 
have been injected. In each instance the phantom pain 
was markedly reduced and, in one case, completely elim- 
inated by one injection. Because of the well-known rela- 
tionship between psychogenic factors and phantom pain, 
each of the remaining three amputees was given a small 
injection of distilled water two weeks later. This therapy 
did not improve two and made one much worse. All 
three were relieved by a third injection of intracaine® in 
oil. The number of cases treated is too small to draw 
conclusions from, but this is most interesting and de- 
serves further investigation. 


REPORT OF CASES 


CasE 1 (primary)—A 40-year-old housewife had _ neck, 
shoulder, and arm pain for seven years. During the last three 
years, there were severe, persistent occipital headaches. The 
fingers of the left hand were becoming numb, the biceps reflex 
disappeared, and objects dropped out of the hand. She was 
treated for a cervical disc and cervical arthritis. She wore a neck 
brace for one year, was in cervical traction in a hospital for three 
weeks, and received physical therapy for years. She got pro- 
gressively worse, could not lift a cup of coffee in the left hand, 
and refused surgery for the cervical disc. She had long since 
given up work and all social activities. On examination, poor 
posture, round shoulders, and marked weakness of the entire 
left upper extremity were found. Typical trigger point tenderness 
was located at the superior angle of the left scapula. The biceps 
tendon reflex was absent on the left. 

Subscapular injection of intracaine® in oil was followed by 
immediate cessation of headache for the first time in three years, 
as well as elimination of radiating pain down to the finger tips, 
with the exception of the thumb. Two subsequent injections 
were given over a period of six weeks. After six months with- 
out any further treatment, aside from postural control and avoid- 
ance of nervous tension, this woman has resumed work and 
social activities, regained the biceps reflex, and has no headache 
or pain. The only residual is the persistent numbness in the 
thumb. This patient’s brother was relieved of a primary acute 
scapulocostal syndrome with one injection. 

CasE 2 (secondary).—A 49-year-old female physician was 
operated on in Tennessee for an acute calcific supraspinatus 
tendinitis. Nine weeks later, in spite of physical therapy, she 
came to the Institute of Physical Medicine and Rehabilitation 
with a solidly frozen shoulder. Pain was severe in the neck, 
shoulder girdle, and arm. The trigger point was found by prob- 
ing with a dry needle. Two injections were required to relieve 
the neck and radiating pain in the arm. Shoulder pain was pres- 
ent but well tolerated during the next three months, during 
which, with intensive work, a normal range of motion was re- 
stored. She has been back in practice for the last nine months. 

Case 3 (static)—A 62-year-old engineer had the left arm 
amputated above the elbow, following an accident in 1939. For 
12 years, he suffered severely from neck, shoulder, stump, and 
phantom pain, in spite of nine operations for removal of neu- 
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romas, cervical posterior nerve root rhizotomy, and also a cer- 
vical sympathectomy. Physical therapy on many occasions 
always aggravated his symptoms. On examination, he could not 
even tolerate a shirt over his left shoulder. The scapula was 
completely fixed to the posterior chest wall, and the muscles 
were hard and fibrotic. Pain radiated from the shoulder up into 
the occiput and down the stump. The phantom hand was 
clenched tightly and extremely painful. No trigger point was 
found due to the tenderness and hypersensitivity of the entire 
scapular area. 

Injection of 5 cc. of intracaine® in oil under the scapula, above 
and below the spine, resulted in complete relief of all pain, with 
the exception of sharp, phantom pain in the thumb. The clenched 
hand was said to be relaxed. The hard muscles about the scapula 
did not relax to any extent. One week later, he returned to say 
that he had the most comfortable week in 12 years. The pain of 
the thumb persisted, but he had not had any other pain at all. 
An interesting finding at that time was minimal softening and 
functioning of the muscles about the left scapula. The superficial 
and deep tenderness had not returned, and the range of motion 
of the stump at the shoulder gained from 15 degrees of abduc- 
tion and elevation to 45 degrees. This man has now been under 
observation for 18 months and has had 12 injections. The effect 
of the injections wears off in three to four weeks but is always 
good when repeated. He works every day and takes about 2 
grains (0.13 gm.) of codeine a month, whereas prior to this form 
of treatment, he took as much as 16 grains (1.04 gm.) daily. 
There is now an almost full range of motion in the stump, and 
only on rare occasions is there any spasm of the muscles about 
the shoulder girdle. This is the patient whose symptoms were 
aggravated by the injection of water as a placebo. 


SUMMARY 


The scapulocostal syndrome was described and clas- 
sified as primary, secondary, and static in its various 
forms. This syndrome is very common and, in the au- 
thor’s opinion, is as frequently encountered as a cause for 
shoulder pain as all other causes combined. The diag- 
nosis and treatment were briefly outlined with emphasis 
on the elimination of the altered scapulothoracic relation- 
ship by physical or mechanical means after injection of 
the trigger points. A representative case history of each 
form was presented. 

400 E. 34th St. 


Prevention of Coronary Thrombosis.—The ultimate control of 
coronary artery disease will rest primarily on the prevention of 
atherosclerosis. Evidence accumulating at present indicates that 
this may eventually be possible. Until such a time arrives, there 
is much the physician can offer his patient known to have 
coronary artery disease by instructing him in the recognition 
and prompt reporting of increased symptoms suggesting the pre- 
monitory phase of coronary thrombosis. The institution of anti- 
coagulant therapy at such times may well avert impending 
coronary closure and hold the process in abeyance until adequate 
collateral channels have developed. . . . 

Patients known to have coronary artery disease as manifested 
by the syndrome of angina pectoris should be instructed to report 
promptly to the physician by telephone when they experience 
worsening of their status. During such a phase, the previously 
experienced angina pectoris will become more frequent, severe 
and prolonged, it will appear as the result of less or no physical 
effort, and it will no longer by relieved promptly as before by 
nitroglycerin. It is ordinarily possible for the physician to recog- 
nize this phase by telephone conversation with the patient and 
without the loss of time required by a home visit. The patient 
should be promptly hospitalized... . 

At the present time it is not recommended that anticoagulants 
be employed in the treatment of patients with uncomplicated 
angina pectoris, but that their use be reserved for the premonitory 
phase or for the treatment of actual myocardial infarction. . . . 
—William P. Thompson, M.D., The Prevention of Coronary 
Thrombosis, The Medical Clinics of North America, July, 1952. 
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CLINICAL NOTES 


SUCCESSFUL TREATMENT OF 
AIR EMBOLISM 


J. E. Musgrove, M.D. 
and 


R. E. MacQuigg, M.D., Albuquerque, N. Mex. 


Although fatal air embolism is a relatively rare catas- 
trophe, the frequent use of air injections in diagnostic and 
therapeutic measures warrants the report of a severe air 
embolism with successful outcome. 


REPORT OF A CASE 


W. H., a white man, aged 36, had had bilateral bronchiectasis 
since childhood. On Sept. 29, 1951, the lower and middle lobes 
of the right lung were removed. The lower lobe and the lingula 
of the upper lobe of the left lung were excised on March 15, 
1952. Convalescence following this second operation was rather 
difficult, the remaining upper lobe of the left lung not expand- 
ing fully and the patient being dyspneic and unable satisfactorily 
to raise the bronchial secretions. A pneumoperitoneum seemed 
indicated to aid his respiratory function. 

On March 29 a pneumoperitoneum was attempted, with the 
use of the Zavod “pneumo” apparatus. The patient was lying 
in the semi-Fowler position, and the needle was inserted in the 
left upper abdominal quadrant. The needle was aspirated with 
a syringe without blood being obtained, the three-way stopcock 
then turned, and 150 cc. of air injected. At the termination of 
this injection, the patient raised forward on his elbows, took one 
deep breath, and fell back on the bed. He appeared to have sud- 
denly died. He was deeply comatose, his eyes were closed, and 
respirations had ceased. 

The head of the patient was quickly lowered, and the patient 
was turned onto his left side. A stethoscope was placed on his 
precordium, and the typical churning “millwheel” murmur of air 
embolism was heard. His skin was clammy and cool and was 
assuming a mottled, cadaverous appearance. His pulse was not 
perceptible at the wrist. Oxygen therapy by mask was started, 
and approximately 40 seconds after he was turned on his left 
side he began to make some jerky respiratory movements. The 
nurse injected three ampules of 25% nikethamide solution intra- 
venously. About two minutes after the patient was turned, the 
“millwheel” murmur could not be heard, but he was still coma- 
tose and occasionally gasping for breath. His pupils were mark- 
edly dilated and nonreactive. An attempt to aspirate air from 
the right side of the heart was unsuccessful. His respiratory 
movements gradually returned during the next two minutes, with 
coarse rattles in his upper respiratory passages. An emergency 
tracheotomy was performed; 20 minutes after the air injection 
the patient was rational, although still pale, cold, and excited. 
His condition steadily improved with oxygen administration, and 
he evidently suffered no cardiac or cerebral injury. 


COMMENT 
This patient’s life was saved by our turning him on his 
left side, thus relieving the “air trap” in the right ventricle. 
Our attention had been drawn to this method of treating 
air embolism in the article by Hamby and Terry.' These 
men gave credit to Durant, Long, and Oppenheimer ° for 
first suggesting this method of treating air embolism, 
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1. Hamby, W. B., and Terry, R. N.: Air Embolism in Operations 
Done in the Sitting Position: A Report of 5 Fatal Cases and 1 of Rescue 
by a Simple Maneuver, Surgery 31: 212-215 (Feb.) 1952. 

2. Durant, T. M.; Long, J., and Oppenheimer, M. J.: Pulmonary 
(Venous) Air Embolism, Am, Heart J. 33: 269-281 (March) 1947. 
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after a careful experimental investigation of the problem. 
The conclusions of Durant and co-workers are best sum- 
marized in their own words: 


An explanation for the recovery of animals when turned into 
the left lateral position is to be found in the observations made 
in the open chest experiments. These have shown that the right 
ventricle tabors against the obstruction of an air trap in its out- 
flow tract when the position of the animals is such as to make 
this the most superior portion of the right heart. Such would 
be the case with the animal on his back or on his right side. 
When turned onto the left side, however, the outflow tract as- 
sumes a position inferior to the body of the right ventricle. The 
air trap then disappears from this, now inferior, position and is 
presumably churned into a froth which is mixed with the blood 
in the right ventricular cavity. The obstruction to the circulation 
is thus relieved and blood can be propelled into the pulmonary 
vessels by the now unimpeded right ventricular contractions. 
The froth gradually disappears from the cavity of the right ven- 
tricle, and it must be assumed that it has been transported into 
the lungs with the blood where excretion can take place. 


SUMMARY 


A case of severe air embolism successfully treated by 
our turning the patient to the left lateral position is re- 
ported. Success in this case was due to the recent report 
of this maneuver by Hamby and Terry, who drew atten- 
tion to the excellent experimental work published by 
Durant, Long, and Oppenheimer in 1947. It is hoped 
that this additional report will draw the attention of 
others to the above-mentioned articles. 


Ridgecrest Dr. and Gibson Ave. (Dr. Musgrove). 


SUCCESSFUL TREATMENT OF HYPER- 
HIDROSIS WITH MEPHOBARBITAL 


REPORT OF TWO CASES 
Wilson G. Scanlon, M.D., New Canaan, Conn. 


Hyperhidrosis is an annoying and frequently embarass- 
ing symptom that is difficult to control. In the first case 
to be reported, the efficacy of mephobarbital (mebaral” ) 
in the control of excessive sweating was observed inci- 
dental to the use of the drug in a convulsive disorder. In 
the second case, mephobarbital was employed specif- 
ically for hyperhidrosis. 


REPORT OF CASES 


On Nov. 9, 1950, a 61-year-old, white, childless widow was 
admitted to the hospital complaining of general nervousness, high 
blood pressure, excessive use of barbiturates and alcohol, in- 
somnia, incoordination, and excessive sweating. For over five 
years she had taken pentobarbital, 0.1 gm., or amobarbital 
(amytal®) sodium, 0.2 gm., at bedtime as well as phenobarbital 
in unknown quantities during the day. The barbiturates and 
alcohol had produced difficulty with ocular focus, incoordina- 
tion, and ataxia to a degree that required walking with a cane. 
Sensitivity to heat was marked, and the patient would persp-re 
when the temperature was over 68 F or when she was under 
emotional tension. In an effort to control these symptoms, she 
increased the intake of alcohol and barbiturates. 

A tuberculous kidney had been removed when the patient was 
25 years old. Her only pregnancy was terminated when she was 
27 because of pernicious vomiting and a generalized convulsion. 
After operation on the cecum in April, 1950, she had had another 
convulsion. Essential hypertension had been diagnosed in 1945. 
In 1949, the hypertension and alcoholism were treated elsewhere 
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for two months with mannitol nitrate (nitranitol®) and amino- 
phylline. On discharge, she overindulged in barbiturates and 
alcohol. 

Her entire body was a dark, dusky color and was covered with 
a moderate amount of sweat. There were multiple bruises and 
ecchymotic areas. The heart was enlarged to percussion, and the 
blood pressure was 206/120. There was venous nicking in the 
eyegrounds. The Romberg sign was positive, but there was no 
alteration in either the deep or superficial reflexes. The urinalysis 
was negative, and the blood cell count, bleeding time, and basal 
metabolic rate were within normal limits. Left axis deviation 
was shown by the electrocardiogram. The diagnosis was essential 
hypertension and mixed psychoneurosis (with habituation to 
barbiturates and alcohol). 

Barbiturates were omitted at night but continued during the 
day (phenobarbital, 0.015 gm. three times a day). Sleep was 
markedly disturbed, and chloral hydrate proved to be an un- 
satisfactory hypnotic. Mephobarbital, 0.1 gm., was given at 
bedtime, and the patient was able to sleep better. Subsequently, 
when mephobarbital, 0.032 gm. three times during the day, was 
substituted for phenobarbital, the patient was more alert men- 
tally, and the sweating decreased. Six weeks later, mephobarbital 
therapy was discontinued. There was a prompt return of the 
generalized hyperhidrosis and insomnia, so that, two weeks 
later, mephobarbital, 0.032 gm. three times a day and 0.1 gm. at 
bedtime, was given again. The excessive sweating ceased, and 
the patient was able to sleep better. The decrease in sweating 
made it possible for the patient to be more at ease in social situ- 
ations. Since discharge, on March 9, 1951, the patient has not 
taken any barbiturate other than the mephobarbital prescribed. 
She has not used alcohol and is leading a well-adjusted life. 


CasE 2.—A 25-year-old white mother of two children was 
admitted to the hospital on July 3, 1950. Her chief complaints 
were worry, “shakes,” nausea, “foggy-mindedness,” inability 
to concentrate, depression, memory difficulties, and excessive 
sweating. In June, 1949, six months after the birth of her second 
child, she began to have sudden attacks of tremulousness and 
palpitation, occasional nausea, and a fear that she might harm 
herself or those near her. These symptoms gradually increased 
in intensity. The physical and laboratory examinations showed 
essentially normal results, except for severe axillary, palmar, and 
plantar sweating. The diagnosis was anxiety hysteria. 

With a brief but intensive program of psychotherapy, the de- 
pression and the obsessive and phobic symptoms rapidly dis- 
appeared. Hyperhidrosis continued and was most pronounced 
in social settings in which the patient was under emotional 
tension. Fear of being offensive markedly limited her activ- 
ities. Neither atropine sulfate nor bellafoline was effective. 
Phenobarbital, amobarbital sodium, and pentobarbital brought 
no relief. The patient was discharged on Sept. 21, 1950, free 
from all symptoms except the hyperhidrosis. She was taught to 
accept this as a symptom about which nothing could be done. 

Subsequently, the patient’s superficial social adjustment was 
good, but, on March 20, 1951, the patient frankly stated that 
she was literally drenched in sweat at dances, when engaging in 
sports, or when she was under any of the normal everyday ten- 
sions of living. Mephobarbital, 0.1 gm. four times a day, was 
prescribed. A 20% solution of aluminum chloride was applied 
locally. On March 23, the patient reported that the sweating was 
under control except on the soles of her feet, and even this had 
diminished to a tolerable amount. 

Ten days later mephobarbital therapy was discontinued. Within 
48 hours, and while continuing the use of aluminum chloride, the 
excessive sweating of the axillae and palms returned, and, simul- 
taneously, nausea and the dislike of social activities reappeared. 
Mephobarbital, 0.1 gm. four times a day, was again prescribed. 
Hyperhidrosis was reduced to a point at which the patient was 
comfortable and could live a normal life. 


COMMENT 


It is interesting to note that mephobarbital relieved 
hyperhidrosis in the patients reported here when other 
barbiturates did not. Although the reasons for this selec- 
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tive action are not clear, it is suggested that the effective- 
ness of mephobarbital lies in its ability to adequately 
reduce the activity of the diencephalon when employed 
in an amount below the hypnotic or anesthetic level. 
Such a presumption is predicated on the basis of the 
following known facts. 1. Sweating of cat’s footpads 
occurs when the anterior hypothalamic nuclei are experi- 
mentally heated.’ 2. The diencephalon has long been 
suspect in abnormal vasomotor and sudomotor activity.* 
3. Clinical,* chemical,‘ and physiological evidence 
shows that the various barbiturates have a selective site 
of action in the cerebrospinal axis °; they do not all act 
alike on the same nervous structures and seem to act 
predominantly on structures other than the cortex. 4. 
Anxiety may be a prominent clinical symptom in hypo- 
thalamic lesions.’ 5. Mephobarbital produces more 
tranquility and less narcosis in anxiety states than other 
sedatives.* Inasmuch as hyperhidrosis is a resultant fea- 
ture of anxiety, it does not seem unreasonable to assume 
that mephobarbital works through the medium of the 
diencephalon. 

Sympathectomy and methantheline bromide (ban- 
thine*) ° also relieve hyperhidrosis, but the former 
treatment is a formidable procedure that is not often 
employed for any but the severest cases. Methantheline 
bromide in effective doses may produce annoying mydri- 
asis, dryness of the mouth, and constipation. 


Accordingly, it is recommended that mephobarbital 
be employed in cases in which emotional factors clearly 
participate in the production of excessive sweating and 
particularly when the hyperhidrosis has not diminished 
with psychotherapy in proportion to other symptoms. A 
daily dose of 0°2 to 0.4 gm. of mephobarbital was suffi- 
cient to relieve the symptom in the patients reported. 
Unless it is given in doses above 0.4 to 0.6 gm. daily, 
mephobarbital rarely causes toxic symptoms. 


SUMMARY 
Two cases are reported in which hyperhidrosis was a 
severe symptom. The symptom was controlled by 
mephobarbital in doses of 0.2 to 0.4 gm. daily. 


Silver Hill, Valley Rd. 
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30 REACTION TO COMPOUND F—GOLDMAN ET AL. J.A.M.A., Sept. 6, 1952. Vv 
INHIBITION OF TUBERCULIN REACTION BY or cortisone administered systemically does decrease but de 
LOCAL INJECTION OF COMPOUND F does not prevent skin reaction to tuberculin and other cl 
bacterial extracts. Tuberculin reactions may occur locally be 
Leon Goldman, M.D. at a previously injected site soon after discontinuance of of 
Robert H. Preston, M.D. hormone therapy se 
Evelyn Rockwell, M.D In these experiments the following materials were used co 
pea for skin tests: a purified protein derivative (Sharp & 
Jeanne Baskett, B.S., Cincinnati Dohme, Inc.), a Frei antigen (Lederle Laboratories 
Division, American Cyanamid Company), and “tricho- Stu 
In previous experiments it was shown that local injec- phytin” (Lederle Laboratories). A battery of skin tests ™ 
tion of a suspension of compound F acetate in the skin were done on patients whose degree of sensitivity was 
inhibited the reaction of that area of skin to chemical first determined. These included a repeat test with the M 
compounds to which the skin was sensitive. These com- antigen alone and then the antigen first mixed with com- 
pounds were applied directly over the injection site.’ It pound F acetate, then mixed with cortisone, and then HI 
has been found also that compound F is capable of in- mixed with cholesterol. The steroids were all in the same cc 
hibiting the reaction to insect bites over the injected area, type of vehicle. A suspension (0.1 cc.) containing 25 mg. 
even after four months.” In many of these experiments, of steroid for every cubic centimeter was used in all in- = 
Th 
Local Effect of Steroids on Tuberculin Type Reactions, 48 Hour Observations ‘aid 
Compound F Cortisone Mi 
(Cortone®) Acetate Cholesterol 
Patient Antigen Used Control Antigen and Antigen and Antigen Remarks 
R.S. Frei 8 mm. papule 0 10 mm. papule 8 mm. papule Complete inhibition in compound F area; reac- ] 
with erythema and erythema and erythema tion in cortisone area most marked rha 
2: Frei 15 mm. papule Definite inhibition in compound F area | 
with erythema very slight pat 
erythema 
B.N,. PPD A 15 mm. papule In control area hemorrhage persisted several son 
with erythema * No papule; days; complete inhibition with a:tigen and Mo 
very slight compound F mixed 
erythema 
Cc. C. PPD A 20 mm. papule « Inhibition in compound F area; patient scratched 
with erythema ing; no papule area and caused thickening and vesicle a se 
or erythema 
J. B. PPD A 20 mm. papule 0 Ce ee ae Complete inhibition with antigen and com- pep 
with marked * No papule; and hemorrhage pound F mixed; in other areas hemorrhage sucl 
hemorrhage very slight * 20 mm. papule persisted three weeks 
erythema and hemorrhage sucl 
J. PPD A 10 mm. papule 0 10 mm. papule 10 mm. papule Complete inhibition in compound F area only 
(1:10 dilution) and erythema and erythema and erythema 
I. BR. PPD B 2 cm. papule Marked but incomplete inhibition in compound Ww 
induration F area 
C.H. “Trichophytin” 10-12 cm. of No inhibition adm: 
erythema and matization; plain 
edema 10-12 em. of e 
erythema and six d 
edema befor 
* 0.1 ec. of steroid injected 24 hours before 0.1 ec. antigen injected in area; otherwise 0.1 ce. of steroid + 0.1 cc. antigen mixed in same syringe te 
before injection. Control: 0.1 cc. antigen intradermal in all cases. Steroid: 0.1 ce. of 25 mg./ee. concentration. PPD A = Purified protein derivative trur 
(0.0002 mg. per 0.1 ce.). PPD B = Purified protein derivative (0.005 mg. per 0.1 cc.). Compound F acetate crystals appeared as a yellow nodule in all volve 
sites of injection. (corte 
controls were done with cortisone and cholesterol sus- stances. The antigen was used in the same concentration dosas 
pended in the same type of vehicle. Our previous experi- in each individual experiment. The table lists only 48 given 
ments with cortisone had not revealed any such local in- hour results of some of the initial studies, but clinical ob- ra 
hibition of skin reactions.* Compound F has also been servations and standard color photographs of test sites rian 
found to have a local effect when injected directly into were continued for much longer periods. In some experi- Phi 
a joint.* ments compound F and cortisone were injected intra- was a 
In this series of experiments, studies were made of the dermally in the skin first and then the antigen injected ee 
local inhibition of tuberculin and tuberculin-like re- over this site. In general, it was found that the greatest 0 i 
actions by compound F acetate. Corticotropin (ACTH) inhibition occurred when the antigen and steroid were in- murm 
jected simultaneously. abdon 
From the Department of Dermatology and Syphilology, College of The table shows the degree of inhibition. The control ten.s 
Medicine, University of Cincinnati. erythr 
Compound F (17-hydroxycorticosterone) acetate and free alcohol on tests rule out nonspecific inhibition by factors such as which 
masses of packed steroid crystals and the vehicle. In re- cytes, 
This study was aided in part by a research grant from the Division cent additional studies, two tuberculin reactions in chil- and th 
of Research Grants and Fellowships of the National Institutes of Health, 2 Ad 
United States Public Health Service. dren, two additional Frei tests, and one penicillin intra- andl 
1. Goldman, L.; Preston, R., and Rockwell, E.: Local Effect of 17- os gegs ee 
¥) os dermal test were inhibited to a significant degree by the cc. of 
Test Reaction, J. Invest. 89 J simultaneous injection of compound F acetate. In a few ri 
2. Goldman, L.: Local Effect mpoun on ons to Mos- . offerec 
quito Bites, J. A. M. A. 149: 265 (May 17) 1952. experiments, the free alcohol of compound F has — regia 
3. Goldman, L.; Thompson, R., and Trice, E. R.: Cortisone Acetate ; inhihi j " i x 
in Skin Disease: Local Effect in Skin from Topical Application and Local no such effective local inhibitory reactions. Detail was di 
Injection, A.M.A. Arch. Dermat. & Syph. 65: 177 (Feb.) 1952. ‘ studies to analyze the tissue reaction to the local in- tion of 
and Compound F, jection of oxysteroids with various vehicles are being er) 
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done.® These initial experiments thus show that the tuber- 
culin and tuberculin type of inflammatory response can 
be inhibited to a significant degree by the local injection 
of compound F. When the inflammatory reaction was 
severe no inhibition was produced by the amount of 
compound F used. 


711 Carew Tower (Dr. Goldman). 


5. Goldman, L.; O’Hara, E. H., and Baskett, J.: Histopathological 
Studies of the Local Effect of Compound F in Normal and Pathologic 
Skin of Man, J. Invest. Dermat, to be published. 


MULTIPLE PEPTIC ULCERS WITH MASSIVE 
HEMORRHAGE DURING ORAL 
CORTISONE THERAPY 


REPORT OF A CASE 
Thornton A. Davis, M.D. 


and 


Michael Zeller, M.D., Chicago 


Many cases of reactivation, perforation, and hemor- 
rhage in old ulcers and the production of new ulcers in 
patients who received corticotropin (ACTH) or corti- 
sone intramuscularly have been reported.' Recently, 
Moe? reviewed the literature and reported a case of 
gastric ulcer appearing during oral cortisone therapy, but 
a search of available literature fails to reveal a case of 
peptic ulcer with massive hemorrhage arising during 
such therapy. The following case is presented as the first 
such case described. 


REPORT OF A CASE 


W. H., a white married tool and die maker, aged 29, was 
admitted to the Ravenswood Hospital on Jan. 17, 1952, com- 
plaining of weakness and dizziness. He had had tarry stools for 
six days and one emesis of “coffee ground” material seven days 
before admission. He had not had any gastrointestinal symp- 
toms previously. He had been well until 1946, when a Marie- 
Striimpell type of arthritis developed. No other joints were in- 
volved. Because of increasing pain and disability, cortisone 
(cortone®) was administered. Beginning in July, 1951, a 25.0 
mg. tablet was given orally every six hours for seven days. The 
dosage was then reduced to a maintenance dose of 25.0 mg. 
given every 12 hours. The pain and disability lessened appreci- 
ably. The dosage was maintained at two 25.0 mg. tablets daily 
from July, 1951, until three days after the onset of the hemor- 
rhage, a total of five and a half months. 

Physical examination revealed a pale, restless young man who 
was apparently in no pain and whose weight and development 
were normal for his age and height. The blood pressure was 
130/80, the pulse weak, with a rate of 108, the respiratory rate 
22, and the temperature 98.6 F. There was a soft systolic hemic 
murmur, but otherwise the heart and lungs were normal. The 
abdomen was free from tenderness, masses, fluid, and disten- 
tion. On the day of admission, the hemogram revealed 2,220,000 
erythrocytes, 6.9 gm. of hemoglobin, and 8,800 leukocytes, of 
which 3% were eosinophils, 81% segmented cells, 12% lympho- 
cytes, and 4% monocytes. The hematocrit reading was 31%, 
and the Kahn reaction was negative. 

A diagnosis of massive gastrointestinal hemorrhage was made 
and treatment begun with bed rest and the transfusion of 1,000 
cc. of whole blood in the first 24 hours. The erythrocyte count 
rose rapidly, and the increment was sustained. A bland diet was 
offered on the second day and taken without trouble. An ulcer 
regimen was instituted. The patient gained strength rapidly and 
was discharged on the fourth hospital day after x-ray examina- 
tion of the upper gastrointestinal tract. On the day of discharge, 
the erythrocyte count was 3,860,000 and the hemoglobin 10.8 
gm. 
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The roentgenographic findings (by Dr. David L. Jenkinson) 
on Jan. 21, 1952, the day of discharge, were those of a typical 
ulcer crater on the lesser curvature in the prepyloric area with 
pylorospasm. There was no five-hour retention. Bridging of the 
bodies of the lumbar vertebrae and sclerosis of both sacroiliac 
joints were noted. 

One month later, follow-up examination revealed no filling 
defects on either curvature and active peristaltic waves on both 
curvatures. The pyloric antrum was regular in outline, and the 
previously described prepyloric crater was not seen. The duo- 
denal bulb, however, showed an hourglass deformity with evi- 
dence of a small ulcer crater on pressure. 

Reexamination on March 29 revealed that the previously de- 
scribed duodenal ulcer crater had disappeared. There was still 
some deformity of the duodenal bulb with spasm of the pylorus. 
Slight five-hour gastric retention was noted. At the time of last 
examination, there had been no recurrence of bleeding and the 
patient had remained clinically well with ulcer management. 


COMMENT 


Gray and co-workers * have demonstrated conclu- 
sively that the administration of cortisone or cortico- 
tropin over a period of several weeks in moderate dosage 


_ produces an increase in the nocturnal and basal gastric 


secretion of normal subjects approximating 200%. This 
hypersecretion is equal in volume and acidity to the 
values found in active ulcer. The mechanism of stimula- 
tion according to Gray and his associates is apparently a 
direct action on the gastric glands by circulating corti- 
sone either administered as such or elaborated by the 
adrenal cortex under the influence of corticotropin. The 
gastric response is therefore absent on administration of 
corticotropin to patients with atrophic adrenal glands but 
is present when cortisone is administered to such pa- 
tients. In short, the mechanism of stimulation seems to 
parallel that seen in susceptible human beings under 
stress—the alarm syndrome of Selye. It is noteworthy 
that this same pathophysiological response has been ob- 
served in animals subjected to complete vagotomy.‘ 

In our case, the failure to demonstrate both the prepy- 
loric and the duodenal lesions at the first examination is 
explained by the well-known difficulty of visualizing any 
acute ulcer niche so soon after hemorrhage, because of 
the obscuring effect of clotted blood. Absolute proof of 
the absence of a preexisting ulcer was lacking, but the 
appearance of ulcer and hemorrhage after five and a half 
months of cortisone administered orally strongly suggests 
a causal relationship in light of the observations recorded 
and the patient’s negative history. This impression is 
strengthened by the almost immediate subsidence of the 
bleeding and the rapid healing of the ulcer shown roent- 
genographically when the administration of cortisone 
was discontinued. 


1929 W. Montrose Ave. (Dr. Davis). 
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STELLATE BLOCK IN BELL’S PALSY 


Daniel M. Swan, M.D., Quincy, Mass. 


About three-quarters of the lesions of the facial nerve 
fall into the category termed Bell’s palsy. The patholog- 
ical process involved is unknown. It is generally pre- 
sumed to be swelling and hyperemia of the nerve sheath, 
with compression of the axons in the narrow facial canal. 
Park and Watkins ' made a comprehensive survey of 500 
cases of Bell’s palsy observed over a period of 18 years. 
They listed the causes as idiopathic, 87.2%; trauma, 
6%; infection, 6% ; and tumor, 0.8%. Forty-two of the 
patients with idiopathic cases gave a history of exposure 
to drafts or colds. 

Several specific theories as to the etiology of Bell’s palsy 
have been advanced. Among these are a specific infec- 
tious neuritis, subclinical mastoid infection involving the 
fallopian canal region, congenital stenosis of the fallopian 
canal associated with some precipitating factor, and re- 
frigeration. Kettel * advanced the theory that the facial 
nerve impairment is a disease secondary to a local reflex 
vascular phenomenon and suggested that the cause is 
primarily “dysregulation” of the circulation of the fal- 
lopian canal and facial nerve. The treatment of Bell’s 
palsy has been generally unsuccessful. Some surgeons be- 
lieve in early decompression of the fallopian canal if a 
degenerative reaction develops; others have suggested 
decompression or nerve grafting if there is no return of 
function in six months. Park and Watkins ' found that 
such measures as heat, massage, galvanic stimulation, 
Passive exercises, and wire splints from mouth to ear had 
little effect. 

Treatment of two patients with idiopathic, complete 
Bell’s palsy of recent origin was carried out by means of 
homolateral stellate ganglion procaine hydrochloride 
block. The method used was the anterior approach that 
was described in a recent article * and that is suitable for 
use in the clinic or office. A report of the two cases 
follows. 

REPORT OF CASES 

Case 1.—A 53-year-old housewife had been well, except for 
moderate hypertension, until two days before, when she noted the 
onset of an occipital headache. She found that she could not 
close her right eye or move her right cheek. When she drank 
liquids, they dripped from the right side of the mouth. She also 
noted that taste sensations were impaired on the right side of her 
tongue and she had difficulty in talking clearly. Physical exami- 
nation revealed a complete right facial paralysis. The patient 
was totally unable to move the muscles of the right side of her 
forehead and cheek. The nasolabial fold was flattened. She was 
unable to close the right eye, and, when she attempted to do so, 
the eyeball deviated upward and outward, demonstrating Bell’s 
phenomenon. There was tearing of the right eye and moderate 
conjunctival inflammation. The pupils were equal in size and re- 
acted well to light and accommodation. Examination of the 
fundi revealed no papilledema or retinopathy. The patient's 
speech was thickened, and her tongue protruded in the midline. 


From the Department of Medicine, Quincy City Hospital, physician- 
in-chief. 

1. Park, H. W., and Watkins, A. L.: Facial Paralysis: Analysis of 
500 Cases, Arch. Phys. Med. 30: 749-726 (Dec.) 1949. 
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50 Patients Who Were Operated on After the Method of Ballance and 
Duel, Arch. Otolaryng. 46: 427-472 (Oct.) 1947. 
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Following Myocardial Infarction: Treatment by Procaine Block of the 
Stellate Ganglion, J. A. M. A. 146: 774-777 (June 30) 1951. 
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Results of the remainder of the neurological examination were 
normal, the deep reflexes being equal and active, with no muscle 
weakness demonstrable in the extremities. The blood pressure 
was 180 systolic and 100 diastolic. The patient was admitted to 
the hospital three days after onset of the paralysis. A lumbar 
puncture was performed; this revealed an initial pressure of 230, 
with clear colorless fluid. The dynamics were normal. The spinal 
fluid protein was 36 mg., and there was no pieocytosis. The Hin- 
ton test of the blood and spinal fluid was negative. Results of 
a urinalysis and complete blood cell count were normal, as was 
an electrocardiogram. On May 30, 1951, the fourth day after 
onset of the paralysis, a right stellate ganglion block was done, 
and it was immediately noted that the patient was able to par- 
tially close the right eye. On June 1, another stellate block was 
done, and the patient was able to completely close the right eye 
with effort, and motion was seen in the right side of the fore- 
head. She received three more right stellate ganglion blocks dur- 
ing the next five days, and, on June 7, the right facial paralysis 
had cleared approximately 80%. The patient was able to close 
the right eye, wrinkle the right side of the forehead, and retract 
the right corner of her mouth. She was able to ingest fluids satis- 
factorily, and her voice sounded natural. She was discharged on 
June 9, with her condition much improved. She was not seen 
again until one month later, at which time it was noted that her 
facial paralysis had completely disappeared. 


Case 2.—A 64-year-old machinist was first seen on April 30, 
1951, complaining of left facial weakness of one day’s duration, 
accompanied by parietal headache. Examination revealed a well- 
developed and well-nourished man, who was apprehensive, fear- 
ing that he had had a “shock.” The left side of his face was 
completely paralyzed, and he was unable to wrinkle his forehead 
or retract the left corner of his mouth. The nasolabial fold and 
wrinkles were flattened. He was unable to close his left eye and 
attempts to do so produced an upward, outward deviation of the 
eyeball. The left eye teared. General neurological examination 
revealed that the deep reflexes were somewhat hypoactive but 
equal, and there was no muscle weakness of the extremities. A 
lumbar puncture revealed an initial pressure of 140, with normal 
dynamics. The spinal fluid was clear and colorless, with protein 
37 mg. and five lymphocytes. The globulin was negative. A left 
stellate ganglion block was performed by the anterior approach 
on May 1, and Horner’s syndrome was observed. A block was 
done again on May 2 and on May 4. At this time, increased 
mobility of the left corner of the mouth was noted. Another 
stellate block was done on May 7. It was then noted that the pa- 
tient was able to close the left eye completely and voluntarily, 
and there was increased mobility of the left corner of his mouth, 
cheek, and forehead. On discharge, on May 15, the facial paraly- 
sis had cleared approximately 80%. When the patient was seen 
again, on May 25, there was only a slight residual palsy, prin- 
cipally in the cheek, and, when he was seen on June 19, the 
paralysis had completely cleared. He returned to work and has 
been asymptomatic since then. 


COMMENT 

Bell’s palsy is not a serious disease, and recovery is 
spontaneous in the great majority of patients; however, 
this recovery is long delayed in many instances, and the 
cosmetic effect of altered facial appearance is psycho- 
logically distressing. Time may be lost from work be- 
cause of this, thus introducing an important economic 
consideration. Over 85% of all cases fall into the idio- 
pathic etiological group. Exposure to cold or drafts, 
otherwise known as refrigeration, has been generally con- 
sidered an important factor; however, this has been de- 
termined in only a small percentage of a large series of 
reported idiopathic cases. Two patients with complete 
idiopathic facial paralysis were treated by repeated homo- 
latera) stellate ganglion procaine hydrochloride blocks 
that were instituted soon after onset of the palsy. This re- 
sulted in return of function more rapidly than could have 
been expected in the natural course of the disease, even 
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with the application of the best previously known ther- 
apy. This would tend to affirm Kettel’s theory of a pri- 
mary “dysregulation” of the circulation involving the 
vasa nervorum as the primary etiological factor in the 
idiopathic type. This dysregulation would presumably be 
of a vasospastic nature producing ischemia and resulting 
malfunction of the nerve. Kettel also observed ischemic 
necrotic changes in surrounding bony structures. Stellate 
ganglion block has been observed to abolish cerebral 
vascular spasm and to increase cerebral blood flow. 


CONCLUSIONS 


Bell’s palsy is a usually innocuous but psychologically 
distressing disease. The majority of cases are of the so- 
called idiopathic type, the etiology of which is unknown. 
Two patients with complete facial paralysis of the idio- 
pathic type were treated with repeated stellate ganglion 
procaine hydrochloride blocks, with rapid return of func- 
tion. This suggests a possible important vascular etio- 
logical factor. 

ADDENDUM 


Two additional patients have been similarly treated 
since submission of this report, with satisfactory results. 


1400 Hancock St. 


CURE OF SUBACUTE BACTERIAL ENDO- 
CARDITIS WITH PENICILLIN AND 
CHLORAMPHENICOL 


REPORT OF A TREATMENT RESISTANT CASE 


James J. Ahern, M.D. 
and 


William M. M. Kirby, M.D., Seattle 


A number of reports have appeared concerning the 
interference of aureomycin, chloramphenicol, and terra- 
mycin with the bactericidal action of penicillin.’ Most 
of these were based on in vitro and animal studies, but 
Lepper and Dowling * have recently described apparent 
interference of aureomycin with the action of penicillin 
in patients with pneumococcal meningitis. The following 
report of the cure of a case of subacute bacterial endo- 
carditis is of interest in that the clinical evidence as well 
as the sensitivity studies suggest synergism between 
chloramphenicol and penicillin. 


REPORT OF A CASE 


L. S., a 32-year-old white drill press operator, had been in 
good health until July 4, 1948, when fatigue, malaise, and per- 
sistent low grade fever developed. He stopped working and re- 
ceived penicillin intermittently for several months, with transient 
relief of his symptoms. In late December, 1948, pleural effusion 
on the right side and ankle edema developed, and he lost weight 
rapidly. In January, 1949, a blood culture was reported to be 
positive for both Streptococcus and Staphylococcus. The patient 
was hospitalized and was given 2 blood transfusions and 300,000 
units of procaine penicillin G daily for 104 days. He was virtually 
asymptomatic during penicillin therapy, but fever and malaise 
returned shortly after it was discontinued. He then received peni- 
cillin intermittently throughout the spring and summer, but 
Malaise and fever persisted. In mid-October, 1949, treatment 
With 400,000 units of “fortified” penicillin (300,000 units of 
crystalline procaine penicillin G plus 100,000 units of crystalline 
Potassium penicillin G per cubic centimeter) daily was started 
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and continued for 5 months. One week after stopping treatment a 
relapse occurred, and the patient was then given 400,000 units 
of penicillin twice daily for 8 months, during which time he felt 
well. In November, 1950, five days after discontinuing therapy, 
he experienced a shaking chill and fever and noted petechiae. A 
blood culture revealed Str. viridans, reported as sensitive to 
penicillin, aureomycin, and terramycin. Terramycin, 250 mg. 4 
times daily, was given orally for 49 days, but cessation of this 
treatment was followed by a prompt recurrence of symptoms. A 
trial of aureomycin therapy was made, 250 mg. given 4 times 
daily for 35 days, and resulted in only partial relief of symptoms. 
On March 13, 1951, treatment with 600,000 units of procaine 
penicillin G given every 12 hours was initiated, and after 3 
weeks the dosage schedule was changed to 600,000 units 3 times 
daily. This increased dosage was maintained for 3 months, during 
which time the patient remained afebrile but experienced two 
episodes of transient pleuritic pain on the left side. Two days 
after discontinuing penicillin therapy, malaise, fever, and 
petechiae developed, and the patient was admitted to the King 
County Hospital July 16, 1951, three years after the onset of 
symptoms. 

A heart murmur had been noted by the family physician when 
the patient was 5 years old, but he had never had symptoms of 
heart failure. There was no history of rheumatic fever. The 
patient was a slender young man, who complained of low back- 
ache and appeared acutely ill, with a flushed face and hot, moist 
skin. The temperature on admission was 102 F, the pulse rate 
100 beats per minute, respiratory rate 22, and the blood pressure 
122 mm. Hg systolic and 76 mm. Hg diastolic. A few tiny 
petechiae were scattered over the trunk. On percussion the heart 
was of normal size. A thrill was present in the third left inter- 
space near the sternal border and was synchronous with a harsh 
grade 4 systolic murmur, which was loudest in the third left 
interspace. No diastolic murmurs were audible. The aortic and 
pulmonic second sounds were equal, and the rhythm was regular. 
The remainder of the physical examination was within normal 
limits. 

Laboratory Data.—Repeated urinalyses gave normal results, 
with specific gravity of the urine measuring as high as 1.025. 
The hemogloblin content (photometric) was 14.7 gm. per 100 cc., 
corpuscular volume 40.5%, and white blood cell count 11,800 per 
cubic millimeter, of which 70% were segmented neutrophils and 
30% were lymphocytes. The erythrocyte sedimentation rate was 
15 mm. per hour (Wintrobe, corrected). Roentgenograms of the 
chest and cardiac fluoroscopic examination did not reveal 
chamber enlargement. Except for right ventricular preponder- 
ance, repeated electrocardiograms were within normal limits. 
Eleven blood cultures obtained during the first four days of 
hospitalization revealed a luxuriant growth of Str. viridans, which 
was found to be highly sensitive to penicillin, terramycin, and 
aureomycin but only moderately sensitive to chlorampenicol, as 
shown in table 1. 


Hospital Course.—The patient’s hospital course is shown in 
the figure. A diagnosis of interventricular septal defect with 
superimposed subacute bacterial endocarditis was made, and 
beginning on the 6th hospital day, the patient received 24 million 
units of crystalline penicillin G daily. For the first five days 


From the Department of Medicine, University of Washington School 
of Medicine and King County Hospital. 

1. (a) Jawetz, E.; Gunnison, J. B., and Coleman, V. R.: Combined 
Action of Penicillin with Streptomycin or Chloromycetin on Enterococci 
In Vitro, Science 111: 254, 1950. (b) Jawetz, E., and Speck, R. S.: Joint 
Action of Penicillin with Chloramphenicol on an Experimental Strepto- 
coccal Infection of Mice, Proc. Soc. Exper. Biol. & Med. 74:93, 1950. 
(c) Gunnison, J. B.; Coleman, V. R., and Jawetz, E.: Interference of 
Aureomycin and of Terramycin with Action of Penicillin In Vitro, ibid. 
75: 549, 1950. (d) Gunnison, J. B.; Jawetz, E., and Coleman, V. R.: 
Effect of Combinations of Antibiotics on Enterococci In Vitro, J. Lab. & 
Clin. Med. 36: 900, 1950. (e) Jawetz, E.; Gunnison, J. B.; Speck, R. S., 
and Coleman, V. R.: Studies on Antibiotic Synergism and Antagonism: 
Interference of Chloramphenicol with Action of Penicillin, A.M.A. Arch. 
Int. Med. 87: 349 (March) 1951. (f) Speck, R. S.; Jawetz, E., and Gun- 
nison, J. B.: Studies on Antibiotic Synergism and Antagonism: The Inter- 
ference of Aureomycin or Terramycin with the Action of Penicillin in 
Infections in Mice, ibid. 88: 168 (Aug.) 1951. 

2. Lepper, M. H., and Dowling, H. F.: Treatment of Pneumococcic 
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the penicillin was administered intramuscularly in four divided 
doses. Thereafter, it was given by slow intravenous drip, 
because of pain and redness at the sites of injection. The patient 
was also given 0.5 gm. probenecid (benemid") orally 4 times 
daily throughout treatment. Therapy was continued for 28 days, 
during which time the patient felt well except for one shaking 
chill with fever that occurred on the 9th day of therapy. 

The third day after penicillin therapy was discontinued, the 
patient experienced a shaking chill, and his temperature rose to 
101.2 F. Three consecutive blood cultures revealed Str. viridans. 
The results of sensitivity tests done at this time are listed in 
table 2. Because the disk sensitivity tests indicated the organism 
was now most sensitive to chloramphenicol, this antibiotic was 
combined with various others in an attempt to find a synergistic 
combination. It was found that 0.022 «g. of chloramphenicol 
plus 0.022 units of penicillin per cubic centimeter of medium 
sterilized the cultures. 

Combination therapy was started on the 42nd hospital day, 
with 600,000 units of procaine penicillin G administered intra- 
muscularly three times daily and | gm. of ch!oramphenicol 
administered orally every 6 hours. Within 12 hours the patient 
was afebrile. On the fourth day of this regimen he noted a 
transient pleuritic pain on the left side, but no abnormal physical 
cendition could be found, and on the seventh day he had low 
grade lever. Otherwise, he remained well. During therapy, he 
stated that he felt entirely well for the first time since the onset 
of his illness over three years before. Penicillin therapy was 
continued for 23 days and chloramphenicol therapy for 25 days. 
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Patient’s course after admission to the hospital. 


Repeated blood cultures during and after therapy remained 
sterile. The patient was last seen five months after discharge, 
during which time he had remained well and had returned to 
full activity. Examination showed him to be normal except for 
the heart murmur, which was unchanged. 


COMMENT 


Despite three years of intermittent penicillin therapy, 
the Str. viridans isolated from the patient’s blood on his 
admission to King County Hospital was highly sensitive 
to penicillin (inhibited by 0.04 units per cubic centimeter 
of medium). It is difficult to understand, therefore, why 
treatment with 24 million units of penicillin given daily 
for four weeks did not cure him, even though the or- 
ganism that was recovered after this intensive treatment 
was somewhat less sensitive (inhibited by 0.2 units per 
cubic centimeter of medium). On the other hand, it is 
not surprising that both aureomycin and terramycin 
therapy failed, since these antibiotics are primarily bac- 
teriostatic rather than bactericidal. Chloramphenicol 
alone would probably have resulted in failure, also, since 


3. Footnote 1. Jawetz, E.; Gunnison, J. B., and Speck, R. S.: Studies 
on Antibiotic Synergism and Antagonism: The Interference of Aureomycin, 
Chloramphenicol and Terramycin with the Action of Streptomycin, Am. 
J. M. Sc. 222: 404, 1951. 

4. Jawetz, E.; Gunnison, J. B.. and Speck, R. S.: Antibiotic Synergism 
and Antagonism, New England J. Med. 245: 966, 1951. 
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the infecting organism was less sensitive to this antibiotic 
in vitro than to either aureomycin, penicillin, or terra- 
mycin. 

The high degree of bactericidal action exerted by the 
combination of chloramphenicol and penicillin and the 
clinical response are evidence of synergism. This is an 


TABLE 1.—Sensitivity of Str. Viridans to Various Antibiotics at 
Time of Patient’s Admission to the Hospital 


Tube Dilution Method 
(Concentration per Ce 
Causing Inhibition 
of Growth) 


Disk Method 
(Zones in Mm.) 


22, 25, 30 less than 0.04 unit 
0, 0, 8 more than 25 ug. 
ee 18, 25, 27 0.38 wg. 
Chloramphenicol................ 20, 22, 25 6.25 wg. 


unusual occurrence with this combination of antibiotics. 
Jawetz * noted that aureomycin, chloramphenicol, and 
terramycin interfere with the early bactericidal action 
of both penicillin and streptomycin; however, in 2 case of 
staphylococcic endocarditis, he found streptomycin and 
aureomycin to be synergistic in vitro, and the patient was 
cured by treatment with this combination.‘ It is evident 
that pairs of antibiotics that are usually antagonistic 
may, under certain circumstances, be synergistic. It is 
important, there‘ore, that therapy of treatment resistant 
subacute bacterial endocarditis be guided by in vitro 
studies of the bactericidal action of various combinations 
of antibiotics against the causative organism. 


SUMMARY 


A case of subacute bacterial endocarditis that had 
resisted antibiotic therapy for three years is reported. 
The Streptococcus viridans causing the infection was 


TaBLeE 2.—Sensitivity of Str. Viridans to Various Antibiotics 
After Patient Had Received Massive Penicillin Therapy * 


Tube Dilution 
Method 
(Concentration 
per Ce. Causing 
Inhibition of 


Growth) 

6.25 units 


Penicillin plus chloramphenicol 


0.022 units 


plus 0.022 
respectively 


Terramycin plus chloramphenicol................. 0.39 we. 
of each 
Aureomycin plus chloramphenicol................. 3.12 wg. 
of each 


6.25 units 
plus 6.25 ug., 
respectively 


Bacitracin plus 


* Note that the organism was more resistant to aureomyecin and 
slightly more resistant to penicillin than at time of patients’ admission 
to the hospital (table 1), but it was killed by very small concentrations 
of penicillin and chloramphenicol in combination, 


penicillin sensitive, but treatment with 24 million units 
of penicillin daily for 4 weeks was followed by immediate 
relapse. In vitro studies of various combinations of anti- 
biotics revealed prompt killing of the causative organism 
iby a combination of chloramphenicol and penicillin, and 
treatment with moderate amounts of these two antibiotics 
for less than four weeks resulted in a cure. This example 


vil 
the 


Jo: 
Pei 


ana 


En 


anc 
ciol 
ben 
infe 
its | 
lons 


A 
mini 
subn 
in } 
large 
treat 
The 
abou 
enlar 
ous 
irreg' 
dible 


given 
I gm 


Th 
Rahwa 
Cincin 

Rei 
approv 
Publish 
necess: 

Chi 
(Dr. 
State 
Univer: 
the Ma 

Philade 

mycin, 
Hunter 


| of 
fo 
ca 
st 
= 
i ren 
tres 
bee 
| 
Z 
102 
0 20 30 40 60 70 
GRAMS ol 
area 
myce 
Ac 
given 
the ¢ 
Lancet 
M. W. 
3 Case: 
3. N 
Intram 
and Ce 
Gynec, 
4.¥V 
Actinor 
Systemi 
J. ALM 


Vol. 150, No. 1 


of synergism is unusual, since chloramphenicol has been 
found in most instances to interfere with the bactericidal 
action of penicillin. This case emphasizes the value of in 
vitro studies of antibiotic combinations in planning the 
therapy of treatment resistant subacute bacterial endo- 
carditis. 


SUCCESSFUL TREATMENT OF ACTINO- 
MYCOSIS WITH “STILBAMIDINE” 


Joseph M. Miller, M.D., Fort Howard, Md. 
Perrin H. Long, M.D. 


and 


Emanuel B. Schoenbach, M.D., New York 


Crystalline penicillin G has been proposed as the 
remedy of choice with sulfadiazine as alternate in the 
treatment of actinomycosis.' The two agents have also 
been used in combination. Streptomycin,’ bacitracin,’ 
and aureomycin ' have also been reported to be effica- 
cious. The observation that “stilbamidine” (4,4’-stil- 
benedicarboxyamidine ) was a useful therapeutic agent fo: 
infections caused by Blastomyces dermatitidis * prompted 
its use in a patient with actinomycosis resistant to pro- 
longed administration of penicillin and sulfadiazine. 


REPORT OF A CASE 

A 51-year-old white man was admitted to the Veterans Ad- 
ministration Hospital on Jan. 4, 1951, with a mass in the left 
submental region that had appeared after extraction of a tooth 
in November, 1950. The tumor had become progressively 
larger. Pain in the right side of the chest and a cough had been 
treated by the patient’s physician with aureomycin for two days. 
The patient lost 9 Ib. (4.1 kg.) during his illness. A firm mass 
about 2.5 cm. in diameter in the left submental region was ad- 
herent to the mandible. The cervical lymph nodes were not 
enlarged or tender. A reentgenogram showed a soft homogene- 
ous density in the lower portion of the right lung field and an 
irregular decalcification of the body of the left side of the man- 
dible. An incision and drainage of the mass in the left submental 
area was performed on Jan. 11. The biopsy report was actino- 
mycosis; typical fungi were present. 

Aqueous crystalline procaine penicillin G, 300,000 units, was 
given intramuscularly once daily from Jan. 5 to Jan. 19. When 
the diagnosis of actinomycosis was established, penicillin was 
given three times a day from Jan. 19 to March 2. Sulfadiazine, 
| gm., was given orally four times a day from Jan. 19 to Feb. 


The “‘stilbamidine” diisethionate was supplied by Merck & Co., Inc., 


Rahway, N. J., 
Cincinnati. 

Reviewed by the Veterans Administration and published with the 
approval of the Chief Medical Director. The statements and conclusions 
Published by the authors are the result of their own study and do not 
necessarily reflect the opimion or policy of the Veterans Administration. 

Chief, Surgical Service, Veterans Administration, Fort Howard, Md. 
(Dr. Miller); professor, Department of Medicine, College of Medicine, 
State University of New York (Dr. Long); professor of medicine, State 
University Medical Center, New York, and director of Medical Services, 
the Maimonides Hospital of Brooklyn, (Dr. Schoenbach) 
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Hunter, W. R.: Intestinal Actinomycosis Treated with Streptomycin, 
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This product is now being made by Merrell Company, 
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19, at which time the drug was discontinued because left renal 
colic developed. Sulfisoxazole (gantrisin®), | gm., was given 
orally four times a day from Feb. 24 to March 2. 

Although the bronchopneumonia cleared, little change was 
observed in the roentgenographic appearance of the mandible 
with this treatment. The patient was placed on a low protein, 
low purine type of diet, since this was thought to favor the 
action of “stilbamidine.” “Stilbamidine,” 0.05 gm. in 200 cc. of 
5% glucose in distilled water, was given intravenously on March 
11. The dose was increased to 0.1 gm. on March 13, and 0.15 
gm. on March 15. The same dosage was administered 12 times 
between March 17 and April 2. After a rest period the patient 
received 0.15 gm. of “stilbamidine” daily from April 18 through 
May 2. The patient became afebrile. Progressive improvement 
in the roentgenographic appearance of the mandible was noted. 
On May 4, the roentgenogram was reported as negative for any 
definite evidence of pathological change. The patient was dis- 
charged from the hospital on May 9. On June 8, the patient 
stated that he had remained well. A roentgenogram of the man- 
dible showed no abnormality. He was rehospitalized on Aug. 13, 
with a complaint of hypesthesia of the face. A roentgenogram 
of the mandible was normal. A number of disease teeth were 
extracted, without sequelae, and when he left the hospital on 
Sept. 5 he felt well. 

SUMMARY 


To our knowledge, this is the first time that “stilbami- 
dine” was used for the treatment of actinomycosis. The 
therapeutic response was prompt. Good results were also 
obtained in the treatment of blastomycosis, with admin- 
istration of “stilbamidine” intravenously and “propami- 
dine” (4,4’-diamidinodiphenoxypropane dihydrochlor- 
ide) locally.*” This experience supports the suggestion 
previously made that the diamidines should be given a 
further trial in the treatment of severe yeast-like infec- 
tions. 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as 
conforming to the rules of the Council on Pharmacy and 
Chemistry of the American Medical Association for admission 
to New and Nonofficial Remedies. A copy of the rules on which 
the Council bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


Penicillin for Injection for Prompt Action (See New and Non- 
official Remedies 1952, p. 124). 

Premo Pharmaceutical Laboratories, Inc., South Hackensack, 
N. J. 


Potassium Penicillin G (Buffered): 100,000, 200,000, and 
500,000 units in 5 cc. vials and 1,000,000, 2,000,000, and 
5,000,000 units in 20 cc. vials. Buffered with 4.5% sodium 
citrate. 

Methapyrilene Hydrochloride (See New and Nonofficial Reme- 
dies 1952, p. 10). 
The Blue Line Chemical Company, St. Louis. 

Elixir Methapyrilene Hydrochloride: 473 cc. and 3.78 liter 
bottles. An elixir containing 6.76 mg. of methapyrilene hydro- 
chloride in each cubic centimeter. 


Nicotinic Acid-U. S. P. (See New and Nonofficial Remedies 1952, 
p. 460). 
Physicians’ Drug & Supply Company, Philadelphia. 
Tablets Niacin: 25 mg. 
Rexall Drug Company, Los Angeles. 
Tablets Nicotinic Acid: 50 mg. and 100 mg. 
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MEETING OF THE WORLD MEDICAL 
ASSOCIATION 


Only a few weeks remain for those who will attend 
the coming meeting of the World Medical Association to 
complete their plans. The meeting will be held in Athens, 
Greece, Oct. 11-17. The last day will be devoted to the 
third annual session of medical editors of the world. 

The patron for the sixth general assembly will be His 
Majesty the King of Greece. The assembly will meet in 
the parliament building. Registration will be on Saturday, 
Oct. 11, the opening session on Sunday, Oct. 12. While 
much of the time of the assembly will be devoted to the 
presentation and discussion of medical problems through- 
out the world, there will be in addition a scientific pro- 
gram as follows: Some Side Issues in Antibiotic Therapy, 
by Sir Alexander Fleming, Nobel Prize winner for his 
pioneering work with penicillin; Congeneric Hemolytic 
Anemias in Greece, by Dr. K. Horemis, professor of pedi- 
atrics, National University of Athens; Contemporary 
Views on Tuberculosis, by Dr. N. Oeconomopoulos, 
director, Tuberculosis Clinic, National University of 
Athens; Surgical Therapy of Echinococcus Disease of the 
Lung, by Dr. K. Alivizatos, professor of surgery and di- 
rector of clinical surgery, National University of Athens; 
History of Medicine in the Hippocratic Era, by Prof. 
Skevos Zervos; and Information, The Key to Health, by 
Adm. W. H. P. Blandy, U.S.N. (Ret.), president, Health 
Information Foundation, U.S.A. 

The program for the meeting of the medical editors 
will include papers ~n political editorials in medical 
journals, control of advertising in medical publications, 
the extension of medical information through abstract 
services, and medical publications in Latin America. 
Editors from various countries will open the discussions, 
but there will be an opportunity for all to participate. 


1. Laufberger, M.: Bull. Soc. chim. biol. 19: 1575, 1937. 

2. Hahn, P. F.; Granick, S.; Bale, W. F., and Michaelis, L.: Ferritin: 
Conversion of Inorganic and Hemoglobin Iron into Ferritin Iron in 
Animal Body: Storage Function of Ferritin Iron as Shown by Radioactive 
and Magnetic Measurements, J. Biol. Chem. 150: 407, 1943. 

3. Granick, S.: Ferritin: Increase of the Protein Apoferritin in the 
Gastrointestinal Mucosa as a Direct Response to Iron Feeding: Function 
of Ferritin in Regulation of Iron Absorption, J. Biol. Chem. 164: 737, 
1946; Structure and Physiological Functions of Ferritin, Physiol. Rev. 
31: 489, 1951. 

4. Hahn, P. F.; Bale, W. F.; Lawrence, E. O., and Whipple, G. H.: 
Radioactive Iron and Its Metabolism in Anemia: Its Absorption, Trans- 
portation, and Utilization, J. Exper. Med. 69: 739, 1939. 

5. Copp, D. H., and Greenberg, D. M.: Tracer Study of Iron Metabo- 
lism with Radioactive Iron: Methods: Absorption and Excretion of Iron, 
J. Biol. Chem. 164: 377, 1946. 

6. Mazur, A., and Shorr, E.: Hepatorenal Factors in Circulatory 
Homeostasis: Identification of Hepatic Vasodepressor Substance, VDM, 
with Ferritin, J. Biol. Chem. 176: 771, 1948. 
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Without question Athens provides a remarkable op- 
portunity for sightseeing and for the exploration of 
important historical sites. It also provides an irresistible 
excuse for traveling for those who have put off until now 
a long desired visit along the Mediterranean or through 
Europe. Physicians will find much of interest at the 
coming meeting of the World Medical Association, and 
members of their families and their friends will have ex- 
citing moments as they visit museums and shopping areas 
and as they visit places about which history has been 
written. It will be a memorable trip for all. Details can be 
obtained from the office of the World Medical Associ- 
ation, 2 East 103rd Street, New York 29, N. Y. 


THE FUNCTIONS OF FERRITIN 


In 1937, a French scientist, Laufberger,’ isolated from 
horse spleen a new crystalline protein that contained as 
much as 23% by dry weight of iron. This substance was 
given the name ferritin. Subsequent studies have shown 
that this unique protein serves several important func- 
tions in the animal organism. One of these is that of iron 
storage, particularly in the liver. After the injection of 
radioactive iron intravenously into dogs, as much as 80% 
of the administered iron can be recovered in the form of 
ferritin in the liver.* Iron from liver ferritin can then be 
mobilized as needed for hemoglobin synthesis. 

A second alleged function of ferritin is related to the 
absorption of iron by the mucosa of the intestinal tract. 
According to the view of Granick,* the mucosal cells of 
the intestine contain a protein, apoferritin, which com- 
bines with the iron released from foods as the chyme 
passes along the small intestine, thus forming ferritin. 
Iron from the ferritin, in turn, passes into the blood 
serum if the serum iron level is sufficiently low. If not, no 
iron is transferred from the mucosal ferritin, and hence 
none is absorbed from the intestinal tract. This postulated 
“shutter” mechanism of iron absorption is in agreement 
with evidence obtained from other types of investigation. 
For example, a group of investigators at the University of 
Rochester * has repeatedly observed that anemic dogs 
absorb much more iron from the intestinal tract than do 
normal dogs. The iron stores and hence the serum iron 
of the former group was lower than that of normal ani- 
mals, thus permitting iron absorption by way of the fer- 
ritin shutter mechanism. Similar results have been ob- 
tained more recently ° in studies in which radioactive iron 
(Fe**) was given to normal and iron-deficient rats. 

Ferritin has recently received attention also in respect 
to its supposed relation to the vasomotor system during 
shock.* Work at Cornell University Medical School indi- 
cates that ferritin is primarily responsible for the vasode- 
pressor activity in irreversible shock and that it is, in fact, 
the vasodepressor material (“V.D.M.”). The evidence 
for this claim is the observation that crystalline ferritin, 
when injected intravenously into rats in small amounts, 
inhibits the response of the metarterioles to epinephrine 
and, secondly, that the antibody to ferritin will complete- 
ly prevent the V.D.M. activity of ferritin. Furthermore, 
neither denatured ferritin nor denatured apoferritin has 
V.D.M. activity. Of considerable interest also is the ob- 
servation that ferritin is present in the blood in cases of 
chronic essential hypertension and in the oliguric state of 
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hepatic cirrhosis. While these observations require further 
careful investigation, they point to an important physio- 
logical function of ferritin in the regulation of the periph- 
eral circulation. 

Evidence for two other functions of ferritin in the 
organism has been presented. These are a role in the 
absorption of iron by the placenta and in the reabsorp- 
tion of iron in the renal tubule. These two functions may 
be related to the iron-binding capacity of apoferritin. The 
foregoing experimental studies thus indicate that the 
unique protein ferritin is involved in a surprising number 
and variety of physiological phenomena, among which is 
that of maintaining homeostasis. 


INFLUENCE OF TV CRIME PROGRAMS ON 
CHILDREN’S HEALTH 


Even since the number of television sets in the United 
States zoomed from 10,000 in 1945 to 17,000,000 in 
1952, the cumulative effect of television crime-and- 
horror programs on the health of American children has 
become a source of mounting concern to parents, 
teachers, and the medical profession. That this medium 
of mass communication exerts a potent, time-consuming 
influence on the younger generation is indicated by sur- 
veys, which show that children 5 and 6 years old are 
among the most constant viewers, often watching tele- 
vision for four or more hours a day. Many pupils in the 
7 to 17 year age group average 3 hours daily, while some 
watch television 27 hours a week, almost as much time 
as they spend in their school classes." 

The caliber of criine programs seen by television audi- 
ences is the subject of comment by the editor of TV 
Magazine, who supervised a study of crime programs 
televised by Los Angeles stations. During the week May 
24-30, 1952, six monitors tabulated 852 major crimes, 
in addition to innumerable saloon brawls, sluggings, as- 
saults, and other “minor” acts of violence. Their findings 
also included 167 murders, numerous robberies, jail- 
breaks, murder conspiracies, false murder charges, at- 
tempted lynchings, dynamitings, and an attempted rape 
in a crime Western for children. Seventy-eight per cent 
of the crime deluge was presented on programs for chil- 
dren, with 85% of the programs televised before 9 p. m. 
The over-all impression gained by the monitors from the 
majority of television programs for children was that life 
is cheap; death, suffering, and brutality are subjects of 
callous indifference; and that judges, lawyers, and law 
officers are dishonest, incompetent, and stupid. 

In terms of creating visual, acoustic, and psychological 
impressions on children, the portrayal of crime on radio 
and in the movies differs little from that enacted on tele- 
vision, since the dramatization of crime and horror in all 
three mediums of communication is distilled from iden- 
tical ingredients. Unfortunately, astonishingly little re- 
search has been done on the medical and psychological 
impact of television on children. Many questions require 
answering, immediately and continuously, and would aid 
the orderly growth of television. Although Preston’s 
study * of the reaction of 120 boys and 80 girls, aged 6 
to 16, to movie horrors and radio crimes was reported 
in a pre-television period a number of years ago, the 
findings apparently apply equally well to television. She 
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found the effects of habitual exposure to vary in this 
group, as expressed by its general health, sleeping and 
eating habits, fears, and nervousness. A total of 116 of 
153 children habitually exposed to these mediums (76%) 
evinced increased nervousness, compared to its presence 
in 19 of 47 not habitually exposed (40% ). Sleeping 
disturbances occurred in 130 of the 153 (85% ), and in 
only 9 of the 47 in the control group (19% ). Fears were 
increased fivefold in 144 of the first group (94% ), as 
compared to 8 of the second group (17% ). Seventy- 
eight of group 1 (51%) were found to be nail-biters, 
whereas 11 of group 2 (23% ) engaged in nail-biting. In 
group 1, 85% always listened to the radio before bed- 
time, continuing to think of what had been heard while 
lying in bed. Crime, horror, and especially fear of kid- 
napping were uppermost in the minds of these children. 
Up to the age of 12, common reactions included retiring 
to the mother’s bed for comfort and reassurance, scream- 
ing, pulling bedcovers over the head, burying the head 
under the pillow, or diving under the covers, there to 
spend an uneasy night plagued by vivid recollections. 

Preston points out that terrifying crime scenes fre- 
quently produce adverse effects on the organs of the 
body, as reflected in diminished food intake and conse- 
quent inability to gain weight, troublesome dreams, rest- 
less sleep, and scholastic difficulties at school. Such un- 
favorable effects as lack of appetite, increased irritability, 
and malaise were observed in many children. As early as 
the seventh year it was noted that habitual exposure of 
young children to crime-and-horror programs often pro- 
duced a callousness to the suffering of others and an 
atrophy of sympathy and compassion toward those in 
distress. Whenever possible, treatment consisted of elim- 
inating or markedly restricting the exposure to crime- 
and-horror programs and the substitution of other, more 
healthful activities. 

In all fairness, most physicians will agree that tele- 
vision, the movies, and radio are not harmful in them- 
selves. All three mediums of mass communication, it is 
true, have often presented outstanding educational and 
entertainment programs. Yet the manner in which crime 
in these mediums is brought before the eyes and ears of 
American children indicates a complete disregard for 
mental, physical, and social consequences. For its own 
self interest, the television industry would do well to 
acknowledge the adverse medical and psychological im- 
plications found in many crime-and-horror programs. It 
should foster research on the impact of television on mind 
and body and should make a sustained effort to avoid 
programming shows potentially dangerous to the health 
of the nation’s children. Indeed, the television industry 
would be well advised to accomplish this voluntarily and 
as rapidly as possible in order to neutralize the growing 
hue and cry for governmental regulation and its attendant 
evils of censorship. There is more to the problem than 
the proposal made by one Congressman, who replied to 
the demand of an irate mother that he do something 
about television by declaring “Did you ever think of 
turning the damned thing off?” 


1. Witty, P., and Bricker, H.: Your Child and Radio, TV, Comics 
and Movies, Chicago, Science Research Associates, Inc., 1952. 

2. Preston, M. I.: Children’s Reactions to Movie Horrors and Radio 
Crime, J. Pediat. 19: 147 (Aug.) 1941. 
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ORGANIZATION SECTION 


The World Medical Association has received the following 
report from the Japan Medical Association. It should interest 
practicing physicians as well as medical societies —ED. 


SOCIALIZED MEDICINE IN JAPAN 


The Japan Medical Association desires to exchange views with 
the medical associations and social security agencies in the other 
nations of the free world as well as with the World Medical 
Association. 

A health insurance system was established in Japan in 1927, 
but at its very start the health of factory workers and medicine 
were bound together by the influence of the controlling power of 
feudalistic bureaucrats under the force of a law they had written. 
This historical fact brought about the following results: 

1. The law was revised 17 times and the rules for its enforce- 
ment revised more than 20 times during the succeeding 24 years. 
These changes were made arbitrarily by the government for its 
own conveniences and under financial and social pressure, with- 
out bringing about any substantial progress and improvement 
of the system. 

2. Under this system doctors lost their financial freedom. That 
is, no matter how superior a physician might be he was forced 
to accept a financially equal treatment to a young junior college 
graduate who was only a novice in the profession. The result 
was that it deprived doctors of their incentive for improving their 
technical skill and their academic knowledge. 


Medical Fee in Social Insurance * in December, 1951 


(Unit Person) 
General Practice 
A. 


(1) (2) (3) 
Physician 
Enzazed 
in Publie 
Institutiont Independent (1) + (2) 
Under 35,000 yen............. (4.5) (61.7) (69.2) 
1,846 26,633 28,479 
35,000-39,999 ye 91 1,794 1,885 
40,000-49,999 yen 153 2,389 2,542 
50,000 yen and over.........- 1,548 6,716 8,264 


* Where Social Insurance consisted of the Health Insurance, the Sea- 
men's Insurance, the insurance by the National Public Service Mutual 
Aid Association and Tuberculosis Control Law. 

+ Physicians enzaved in publie institutions did not receive the medical 
fees, but only their salaries paid by their institutions, and the medical 
fees were imputed to their institutions. 

t'The number in parentheses indicates the ratio (percentage) of the 
number of physicians in each column, who were engaged in general prac- 
tice and did not receive 35,000 yen and more per month, to the total 
number of physicians in the Social Insurance (i. e., 41,170 persons). 


3. Doctors completely lost fundamental freedom in art and 
science of medicine under the health insurance system, and this 
tendency continued to become increasingly pronounced during 
the 24 years, with the result that the social basis of learning was 
lost. Only 20 per cent of the total population of the nation, who 
are not taking advantage of the health insurance system, are the 
only social stratum which recognizes freedom of medical science 
of doctors. 

4. The government agencies in Japan which control medical 
profession are the Ministries of Transportation, Agriculture and 
Forestry, Finance, Labor, and Postal Services, as well as the 
Ministry of Public Welfare. There is no coordination, further- 
more, among these agencies. Therefore, doctors are subject to 
unnecessarily inconsistent and uncoordinated directions and su- 
pervision by these numerous offices. 


* Medical care under the present health insurance system is determined 
by a 30-man Medical Care Council of which only four members are doc- 
tors. There is restriction placed on use of penicillin and there is a regula- 
tion also which provides that vitamins must be administered to patients 
only by mouth. These regulations are determined by a body, the majority 
of which are lay persons. Law and regulations, in other words, control 
all doctors. 


5. Doctors not only lost their financial and academic freedom 
but also are placed under considerable restriction regarding their 
individual freedom under the law which rigorously demands high 
civic spirit in their services. 

6. The patients, or health insurants, who receive the benefit 
of the system, too, are gradually losing their freedom of choice 
regarding doctors and hospitals. The reason is that the insurants 
are building their own clinics and hospitals, resorting to such 
sinister measures as to force patients to visit these institutions. 
The government, in particular, is irresponsibly giving subsidies to 
itself and insurants for building these institutions, whereby laying 
ground for establishing a state medicine system. Patients will be 
forced to receive medical care in these institutions even if they 
do not wish to do so. 

In some sectors of the country there are regulations which 
seriously infringe upon the rights of those insurants who do not 
receive medical care in hospitals of this nature. 

7. Although Japan as an independent member of the group of 
democratic countries ought to strive for augmentation of the 
welfare of its people, the enforcement of the social security 
system here under a powerful alliance between government 
agencies and organizations of health insurants is now accelerat- 
ing the tendencies described in Paragraphs 1, 2, 3, 4, 5 and 6. 

And yet doctors have not received any social protection against 
this onslaught. 

For the enhancement of the welfare of the people by acquiring 
the freedom of respecting science and technology in a free com- 


_ munity and by establishing a social security system in Japan, we 


should like to make the following appeals to you: 

1. A social security system must guarantee academic freedom. 
And the substance of a social insurance medical care system 
must be determined by the medical associations which comprise 
only doctors and organize experts in various branches in the 
medical profession.* 

2. Remuneration for medical treatment must be such that they 
contribute to the progress of learning and socially guarantee the 
freedom of doctors as private citizens. That is, all doctors should 
be able to make their individual efforts for the advancement of 
medical profession and their services must be evaluated socially. 

3. At present in Japan health insurants are forbidden to de- 
mand receiving anything from doctors aside from those which are 
prescribed by the law. And if doctors acceded to such demands 
by patients, they are subject to penalties even though their action 
is academically correct. This is a point at which the health insur- 
ance bureaucrats of Japan and the organizations of insurants had 
most strongly insisted upon in the past and they are making it 
more positive in the future. For instance, whereas it is a common 
knowledge in today’s medical profession to administer aureo- 
mycin in treating cases of whooping-cough, the social insurance 
system of Japan does not even permit it. 

There are many other things of this nature. And in the present 
health insurance service in Japan it is almost impossible for 
doctors and insurants to use foreign drugs according to their 
own ideas. In other words, the doctors do not have opportunities 
to apply to actual cases what they think is best on the basis of the 
knowledge they obtain from reading foreign medical journals. 
In short, they are forbidden to introduce world-wide progress in 
medical profession to the present health insurance service. This 
is indeed puzzling to us. In fact it is the most puzzling thing in 
view of the contemporary interest in cultural exchange and 
international trade among the free nations of the world. If the 
medical care under the social security system in Japan is pushed 
in this manner, Japan will soon have the most vicious type of 
state medicine. The Japan Medical Association is thinking about 
how Japanese doctors can recognize the social nature of diseases 
and establish their professional freedom under the social security 
system by giving considerations to the public nature of their 
profession. 

1. In Japan the government is the biggest insurant and the 
Federation of Health Insurance Associations, which has direct 
connections with the government, constitutes in membership 
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about one-third of the total population of the nation. And the 
remaining one-third is insured under the National Health In- 
surance system. Therefore, it must be said that the Government 
which primarily should be only an administrative and super- 
visory agency regarding health insurance is itself the biggest 
beneficiary of a system and therefore it may be said to have a 
dual personality, which is not democratic. 

2. The technical aspect of socialized medicine should be 
determined by respective groups of specialists among doctors and 
their supervision should be conducted by them also. It is puzzling 
that the finance of medical practitioners is 100 per cent controlled 
by the government insurants while they receive no social pro- 
tection. 

The Japan Medical Association is vitally interested in this issue 
from the standpoint of reproduction of academic knowledge. 

We hope to hear from you about how the doctors in your 
own country receive remuneration for their services and what 
social positions they hold. We would also like to receive data 
on these points and know about your future policy as well as 
your advice and suggestions to your 80,000 professional col- 
leagues in Japan. 

We are enclosing a list of the income Japanese doctors receive 
from their services under the social insurance system. According 
to the Japanese system the cost of the living of a doctor is sup- 
posed to be 20 per cent higher than that of an ordinary workman. 


THE JAPAN MEDICAL ASSOCIATION. 


REPORT ON A.M. A.-S.K.F. TELECAST 
OF ANNUAL CONVENTION 


The importance of television as a public relations medium 
has been proved as a result of the two half-hour television 
shows, “The March of Medicine,” presented during the annual 
A. M. A. convention in Chicago, June 9-13. The programs were 
sponsored by Smith, Kline and French Laboratories. 


Audience Ratings Obtained from N.B.C. 


Tuesday, Wednesday, 
June 10 June 11 
9:30-10:00 p.m. p.m. 
Number of stations......ccccocss. 39 14 (no rating taken 
on Johnstown) 
Coverage of U.S. TV sets........ 77.2% 19.9% 
American Research Bureau 
2,470,000 1,340,000 
5,187,000 2,948,000 
Nielsen 
18.5 10.7 
2.518,000 942,000 


The ratings given these two programs surpassed those given 
to such telecasts as “Meet the Press,” “Johns Hopkins Science 
Review,” “See It Now,” and “What in the World.” 

Approximately 85,969 physicians were in the television areas 
for the Tuesday night program, and 56,476 in the areas for the 
Wednesday night program. About 24,000 of the physicians saw 
at least one of the presentations. 

After the telecasts, the A. M. A. and S. K. F. sent out 8,574 
questionnaires to physicians for their opinions. Of the 1,373 
doctors who replied, 722 (53%) saw one or both of the pro- 
grams. Ninety-four per cent of these doctors found the programs 
interesting, 74% thought the programs useful to the physicians, 
62% said their patients commented on them, and 98% favor 
the same kind of telecasts next year. Surveys taken of the pub- 
lic’s opinion proved its growing interest in the field of medicine, 
its lack of knowledge in just what is being done by the medical 
profession to help them, and its appreciation of such “better” 
types of television programs. 

Complete cost for the promotion and production of the tele- 
casts was estimated at $65,000. As the programs reached more 


than 7 million persons, the cost of reaching each person was less 
than one cent. 


ORGANIZATION SECTION 


HEART DISEASE TRANSCRIPTIONS AVAILABLE 


A new series of electrical transcriptions entitled “The Heart of 
America” will be available Sept. 15 from the A. M. A.’s Bureau 
of Health Education for use by local radio stations. Dramatizing 
various aspects of the heart and its diseases, the 13 programs in 
the series are summarized by outstanding cardiologists and re- 
lated experts: Subjects include research in heart disease; heart 
murmur; rheumatism and rheumatic heart disease; the congenital 
heart disease program; the heart and athletics; coronary disease; 
overweight and the heart; arterial disease, high blood pressure, 
and the heart; surgery for heart valve and arterial diseases; the 
heart in relation to stresses and strains; rehabilitation; protecting 
the good heart from injury; and how to live with a damaged 
heart. The series was produced in cooperation with the Ameri- 
can Heart Association, whose local chapters will contact the 
secretaries of local medical societies with an offer of assistance 
in promotion of the programs. 


NEW MEDICAL FILMS 


Several important medical and health films now are available 
to state and county medical societies through the A. M. A.’s 
Committee on Medical Motion Pictures. Films for the lay audi- 
ence include “Be Your Age” (heart disease), “Breakdown” (men- 
tal health), “Man’s Greatest Friend” (animal experimentation on 
rabies), and “The Nation’s Mental Health.” Suitable for pro- 
fessional meetings are “Functional Anatomy of the Hand,” “The 
Quiet One” (psychiatry), “Sciatic Pain and the Intervertebral 
Disc,” and “Shades of Gray” (psychiatry). These films are avail- 
able on a service charge basis. An up-to-date and complete list of 
all films added to the library in the last few months can be ob- 
tained from the Committee. 


NEW PHYSICAL LABORATORY 


One of the newest facilities added to A. M. A. headquarters 
in Chicago is the physical laboratory, which was opened recently 
for testing devices submitted to the Council on Physical Medicine 
and Rehabilitation. The majority of the laboratory’s work is 
concentrated on testing actual mechanics of new devices sub- 
mitted by manufacturers to the Council. This supplements the 
clinical testing, which will continue to be done by practicing 
physicians who cooperate with the Council in this way. The 
results of physical and clinical testing are referred to the Council 
for evaluation and approval. Dr. Frederic T. Jung is director of 
the laboratory. 


SURVEY OF PHYSICIANS DISCHARGED 
FROM MILITARY SERVICE 


In an effort to ascertain how effectively the armed forces utilize 
medical personnel, the A. M. A.’s Council on National Emer- 
gency Medical Service is initiating a survey of doctors newly 
discharged from active military service. From comments, sug- 
gestions, and criticisms submitted by these physicians, the Coun- 
cil hopes to draw up an effective yardstick for reexamination of 
the doctor-draft law, which will be up for renewal July 1, 1953. 
Questionnaires are being sent to all physicians who have been 
discharged from service since June 25, 1950. 


FUNDS GIVEN TO MEDICAL SCHOOLS 


A check for $671,834 was forwarded by the American Medical 
Education Foundation to the National Fund for Medical Educa- 
tion for distribution to the 79 A. M. A.-approved medical schools 
in the country. This represents the sum collected from physi- 
cians during the first six months of 1952. This sum, together with 
money raised from industry by the National Fund for Medical 
Education, was distributed July 31 in the form of grants amount- 
ing to $15,000 to each of the 72 four-year schools and $7,500 to 
each of the seven two-year schools. 
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MEDICAL NEWS 


CALIFORNIA 

Postgraduate Assembly.—The annual postgraduate assembly 
sponsored by the staff of Saint John’s Hospital, Santa Monica, 
will be held Sept. 8-10 at the Elk’s Club. Guest speakers will 
include Drs. William A. D. Anderson, professor of pathology, 
Marquette University School of Medicine, Milwaukee; Oliver 
Cope, associate professor of surgery, Harvard Medical School, 
Boston; and Leo G. Rigler, professor of radiology, University 
of Minnesota, Minneapolis. Panel discussions, tumor board clini- 
cal-pathological conferences, and general symposiums are in- 
cluded in the program. All members of the medical profession 
are invited. 


COLORADO 

University News.—The University of Colorado School of Medi- 
cine announces the appointment of two new insiructors in psy- 
chiatry: Dr. Garfield Tourney, formerly affiliated with the 
University of lowa at Iowa City, and Dr. Christine R. Papen- 
dreou, who has been affiliated with the University of Minnesota 
Hospitals and Veterans Administration Hospital in Minneapolis 
and the Boston City Hospital. Both will serve on the staff of 
Colorado Psychopathic Hospital at the Medical Center in Denve: 


State Medical Meeting.—In the program for the annual session 
of the Colorado State Medical Society, which will be held in 
Estes Park, Sept. 9-12 (THE JouRNAL, Aug. 23, page 1580), the 
name of Mr. Theodore Wiprud, secretary of the Medical Society 
of the District of Columbia, Washington, D. C., was inadver- 
tently omitted. Mr. Wiprud will speak on “The Doctor’s Office 
—An Appraisal of Its Efficiency,” on Wednesday at 3:15 p. m., 
and will discuss “The Doctor’s Investments—Planning for and 
Against Tomorrow” on Friday at 12:15 p. m. 


ILLINOIS 

University Promotions.—The University of Illinois College of 
Medicine, Chicago, announces the following promotions: Dr. 
‘Oliver E. Van Alyea, who has been a member of the faculty 
since 1929, from clinical associate professor of otolaryngology 
to clinical professor; Drs. Egbert H. Fell and R. Kennedy Gil- 
christ, faculty members since 1941, from clinical associate 
professors of surgery to clinical professors; Dr. Marvin J. 
Tamari, affiliated with the university since 1948 and with the 
Illinois Eye and Ear Infirmary since 1940, from associate pro- 
fessor of otolaryngology to professor; and Dr. William H. 
Browne, staff member since 1931, to clinical professor of ob- 
stetrics and gynecology. 


Chicago 

Anniversary of U. of C. Medical School.—On Oct. 2-4, the 
University of Chicago School of Medicine will celebrate the 
25th anniversary of the opening of the hospitals and the clinical 
departments. The first Dallas B. Phemister memorial lectures 
will be delivered Thursday at 8 p. m. in Leon Mandel Hall by 
Dr. Evarts Ambrose Graham, professor emeritus of surgery, 
Washington University School of Medicine, St. Louis, and Dr. 
Alfred Blalock, professor and director, department of surgery, 
Johns Hopkins University School of Medicine, Baltimore. Dr. 
Lester Reynold Dragstedt, professor and chairman, department 
of surgery, University of Chicago, will preside. On Friday at 
11 a. m. the convocation will be held in the Rockefeller Me- 
morial Chapel, Chancellor Lawrence A. Kimpton presiding. The 
convocation address will be delivered by Dr. Franklin David 
Murphy, chancellor of the University of Kansas, Kansas City, 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Kan., and honorary degrees will be awarded. Friday at 2 p. m. 
a symposium on the progress of medical science will be held 
in Leon Mandel Hall. Dr. Lowell T. Coggeshall, dean of the 
division of biological sciences, University of Chicago, will pre- 
side. The following papers will be presented: 

Franklin C. McLean, Chicago, Natural History of an Idea. 

William S. Middleton, Madison, The Advance of Clinical Investigation. 

Leonard A. Scheele, Washington, D. C., Clinical Investigation in the 

Field of Public Health. 

Allen O. Whipple, New York, Clinical Investigation and Surgery. 

At 7 p. m. at the subscription banquet at the Conrad Hilton 
Hotel, distinguished service certificates of the Medical Alumni 
Association will be awarded. The principal address, “This I 
Believe,” will be delivered by John McFarlane Russel, executive 
director, John and Mary Markle Foundation. 

Saturday morning (9:30 a. m.-12:30 p. m.) will be devoted to 
the following scientific program at Billings Hospital, P117: 

David Bodian, Baltimore, Pathogenesis and Immunity in Poliomyelitis. 

Richard V. Ebert, Minneapolis, Studies on the Pathologic Physiology 

of Pulmonary Emphysema. 

Keith S. Grimson, Durham, N. C., Practical Results of Research Con- 
cerning the Autonomic Nervous System, Hypertension, and Ulcer. 
Arthur B. Hunt, Rochester, Minn., Varieties of Postpartum Amenor- 

rhea. 

Arnold Lazarow, Cleveland, Studies in Experimental Diabetes. 

Charles H. Rammelkamp, Cleveland, Studies on Acute Nephritis. 

William Wallace Scott, Baltimore, Factors Regulating Prostatic Growth. 

Arthur J. Vorwald, Saranac Lake, N. Y., Clinical and Experimental 

Pneumonoconioses. 


Luncheon in the Billings Hospital cafeteria (12:30-2 p. m.) will 
precede an hour of roundtable discussion (time, place, and sub- 
jects to be announced), after which the laboratories and offices 
of the school of medicine will hold an informal open house. 


MASSACHUSETTS 

Practitioners’ Clinical Assembly.—The Fall Clinical Assembly 
of the Massachusetts Academy of General Practice will be held 
in Boston, Sept. 24, under the presidency of Dr. Harvey A. Kelly 
of Winthrop. The morning session will feature a symposium on 
obstetrics and pediatrics at the Children’s Hospital. In the after- 
noon a symposium on arthritis will be held at the Hotel Statler. 
Judge John J. Conley, presiding justice, Boston Juvenile Court, 
will be guest speaker at the dinner meeting to be held in the 
Hotel Statler. 


NEW YORK 

Prize in Ophthalmology.—At the meeting of the American 
Medical Association in Chicago, June 9-13, the Section on 
Ophthalmology presented the prize in ophthalmology to Dr. 
Arthur J. Bedell of Albany with the following inscription on the 
medal: “To Arthur J. Bedell, M.D., Medal for Outstanding 
Contribution to Ophthalmology 1952.” 


New Type of Hospital Appointment.—The Rochester General 
Hospital has created a temporary courtesy appointment, which 
will be extended to all applicants accepted for medical staff 
appointment. This appointment will be for one year, at the end 
of which time the appointment will be reviewed and one of the 


- following courses will be recommended to the board of directors: 


(1) that the temporary courtesy appointment be renewed for one 
year, (2) that the appointee be transferred to the active medical 
staff in the section indicated, or (3) that the appointment be 
terminated. 


New York City 
Chronic Disease Month.—Mayor Impellitteri has designated 
September as “Jewish Sanitarium and Hospital for Chronic 
Diseases Month.” At the opening ceremonies, Sept. 7, Isaac 
Albert, president of the Jewish Sanitarium and Hospital for 
Chronic Diseases, and Dr. Morris Fishbein, Chicago, will be 
among the speakers. Monday will be devoted to basic science. 
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On Tuesday a pediatric program will begin at 7:30 a. m. in the 
Joseph Albert Temple Auditorium. After luncheon there will 
be a roundtable discussion on problems of childhood re- 
habilitation. 

On Sept. 14 at 2 p. m. there will be a symposium on “Chronic 
Disease and Public Health,” and on Sept. 17 at 3 p. m. Dr. 
Emanuel B. Schoenbach will present “Experimental Approach 
to the Chemotherapy of Neoplastic Diseases.” Other guest lec- 
turers include: Dr. Morris T. Koven, Brooklyn, who will serve 
as chairman of the rehabilitation symposium; Dr. Isidore 
Snapper, New York; Dr. Cornelius H. Traeger, New York; and 
Dr. William Benham Snow, New York. 


OHIO 

Society News.—The Cleveland Academy of Medicine recently 
elected Dr. Charles L. Hudson, president; Dr. John H. Budd, 
vice-president; and Dr. George R. Krause, secretary-treasurer. 
At a meeting of the Radiological Society of Greater Cin- 
cinnati the following officers were elected for 1952-1953: 
president, Dr. Lee S. Rosenberg; vice-president, Dr. Nathan 
Flax; and secretary-treasurer, Dr. Harry K. Hines, Cincinnati. 


Appoint Director of Pediatrics.—Dr. Richard G. Hodges, as- 
sistant professor of preventive medicine and pediatrics, Western 
Reserve University School of Medicine, Cleveland, has accepted 
a full time position as director of pediatrics at St. Luke’s 
Hospital. Dr. Hodges was awarded the Legion of Merit for his 
work on respiratory diseases in the Army Air Corps. He has 
been associated with Western Reserve University School of 
Medicine since 1946. 


TEXAS 

Cancer Survey in Dallas County.—The 7th of 10 surveys on the 
cancer problem in the < aited States was the Dallas survey car- 
ried out with the cooperation of the Dallas Medical Society, the 
Dallas Hospital Council, and city, county, and state health 
departments. Cancer incidence among Dallas city and county 
residents increased 18% from 1938 to 1948, according to a 
report released Aug. 19 by the National Cancer Institute of the 
U. S. Public Health Service. During the same period, cancer 
mortality for all residents increased only 2%; among men there 
was an 8% increase, and among women a 3% decrease was 
noted. When all cancer sites are considered, 65% of the cancer 
patients in Dallas County were diagnosed while the disease was 
still localized; however, when skin cancers are excluded from 
the total, only half of the remaining cancers were diagnosed 
while still localized. 

As in the previous surveys, the Dallas report notes a relation- 
ship between cancer and aging. Cancer occurs 100 times as 
frequently in persons over 65 as in children under 15. On the 
other hand, 10% of all cancer patients in Dallas are under 35. 
Commonest cancers in these younger persons are the leukemias 
and cancers of the brain and bone. For all ages, the most com- 
mon cancer sites among men are skin, 34%; digestive system, 
18%; genital organs, 11%; respiratory system, 9%; and buccal 
cavity, 6%. Among women, 25% of all cancers occur in the 
genital organs, 19% on the skin, and 17% in the breast. 


VIRGINIA 


Garthright Memorial Bridge.—The $70,000 Garthright Me- 
morial Bridge, over the railroad in Vinton, which was recently 
dedicated, honors the late Dr. Robert Hunter Garthright, who 
practiced medicine in Vinton for 55 years. 


State Medical Meeting in Richmond.—The Medical Society of 
Virginia will hold its annual meeting at the Jefferson Hotel, 
Richmond, Sept. 28 to Oct. 1, under the presidency of Dr. John 
T. T. Hundley, Lynchburg. On Monday at 9:30 a. m. there 
will be a symposium on chest conditions, at 2 p. m. a symposium 
on medical therapeusis, and at 3:35 on the question “What Is 
the Medical Profession Doing to Solve the Socioeconomic Prob- 
lems of Medicine?” The presidential address will be given Mon- 
day evening after the awarding of certificates to members of the 
50 Year Club, 
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Tuesday at 10:45 a. m. there will be a roundtable discussion 
of nonmalignant diseases of the bowel and at 2:45 p. m. a 
roundtable discussion on obstetrical and gynecologic problems. 
The banquet will be held Tuesday. 

A clinical-pathological conference will be conducted Wednes- 
day at 11 a. m., with Dr. Kinloch Nelson, Richmond, as modera- 
tor. Dr. Wyndham B. Blanton, Richmond, will serve as modera- 
tor for a medicolegal seminar held at 2 p. m. under the auspices 
of the state department of health, the chief medical examiner’s 
office, the department of legal medicine, Medical College of 
Virginia, and the Virginia Society of Pathologists of Legal 
Medicine. 

Guest speakers include Dr. Hugh R. Butt, Rochester, Minn., 
who will talk on “Current Concepts of Pancreatitis” at the 
Tuesday morning session, and Dr. Gordon W. Douglas, New 
York, who will speak on “Indications for Hysterectomy” at the 
Tuesday afternoon meeting. 


WEST VIRGINIA 

General Practitioners Meetings.—The West Virginia Academy 
of General Practice will sponsor a postgraduate meetitg at the 
Tygart Hotel, Elkins, Sept. 14. Dr. Robert E. Shank, professor 
of preventive medicine, Washington University School of Medi- 
cine, St. Louis, will discuss “Newer Concepts Concerning 
Primary Disorders of the Liver,” and Dr. Murray F. McCaslin, 
professor of ophthalmology, University of Pittsburgh School 
of Medicine, will speak on “Eye Changes in Internal Diseases.” 
The academy will also sponsor a meeting at Morgantown, Oct. 
19, and one at Charleston, Nov. 2. 


GENERAL 
Lectures on Pediatric Psychiatry—The Massachusetts Depart- 
ment of Mental Health announces an 18 lecture postgraduate 
course in child psychiatry to be given at the Walter E. Fernald 
State School, Waverly, on Tuesdays from Oct. 7 to Dec. 9 (6 to 
9:30 p. m.). Applications should be sent before Oct. 1 to Dr. 
Malcolm J. Farrell, Director, Walter E. Fernald State School, 
Waverly, Mass. 


Pharmacologists Hold Annual Meeting.—The American Society 
for Pharmacology and Experimental Therapeutics will hold its 
fall meeting at the University of Wisconsin, Madison, Sept. 8-10. 
On Monday at 2 p. m. there will be a symposium on selective 
cardiovascular action. Barbiturates, hormone effects, chemo- 
therapy, anticonvulsants, autonomic agents, curare, metabolism, 
analgesics, and cardiac and central nervous system drugs will 
be discussed in 156 presentations and in 14 papers read by title. 
The registration fee is $2 for members and graduate students 
and $5 for nonmembers who are not students. 


Saranac Symposium.—The Saranac Symposium, sponsored by 
the Saranac Laboratory and the Trudeau Foundation, will be 
held at Saranac Lake, N. Y., Sept. 22-26. There will be discus- 
sions on silicosis, asbestosis, and pulmonary granulomatosis in 
beryllium workers; pneumoconiosis in coal miners and in certain 
other occupations; experimental studies concerning ultramicro- 
scopic dusts; inhaled industrial contaminants and pulmonary 
cancer; pulmonary function studies in pneumoconiosis; pul- 
monary disability; cardiocirculatory aspects of pneumoconiosis; 
legal concepts of disability; and workmen’s compensation. Re- 
quests for accommodations should be addressed to the Saranac 
Laboratory, Box 551, Saranac Lake, N. Y. 


Meeting of Chest Physicians.—The Rocky Mountain chapter, 
American College of Chest Physicians, will meet in the Stanley 
Hotel, Estes Park, Colo., Sept. 13. The program is as follows: 


9:30 a. m., Advances in the Treatment of Chronic Pulmonary Em- 
physema, Maurice S. Segal, Boston. 

10:15 a.m., Complications Following Myocardial Infarction, Louis 
F. Bishop Jr., New York. 

11 a.m., Recent Advances in Intracardiac Surgery, Charles P. Bailey, 
Philadelphia. 

12 noon, Luncheon-business meeting. 

1:30-3 p. m., Symposium, The Place of Isonicotinic Acid Hydrazide and 
Allied Drugs in the Therapy of Tuberculosis. 


All physicians are invited. There is no registration fee. 
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Urologists Meet in New York.—The Congress of the Inter- 
national Society of Urology will be held at the Waldorf-Astoria 
Hotel, New York, Sept. 15-18. Dr. George G. Smith of Boston 
is president of the society, and Dr. George F. Cahill of New 
York is president of the congress. On Tuesday the topic for dis- 
cussion will be “Nonsurgical Treatment of Urogenital Tuber- 
culosis”; on Wednesday, “Treatment of Cancer of the Bladder”; 
and on Thursday, “Treatment of Anuria.” Drs. Gilbert J. 
Thomas, Beverly Hills, Calif., Charles C. Higgins, Cleveland, 
and Wyland F. Leadbetter, Boston, will be among those pre- 
senting papers. A precongress tour, including Baltimore and 
Annapolis, Md., Washington, D. C., Chicago, Rochester, Minn., 
and Niagara Falls, has been arranged. 


Prevalence of Poliomyelitis——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


Aug. 16, Aug. 9, Aug. 18, 
Area 1952 1952 1951 
New England States 
1 1 6 
32 45 29 
48 19 16 
Middle Atlantie States 
East North Central States 
223 212 | 
West North Central States 
err 187 192 57 
Missouri...... 39 37 50 
North Dakota ote 19 7 6 
South Atlantic States 
District of Columbia.. ere 7 11 1 
538 67 l4 
West Virginia........ 34 57 s 
as 20 21 23 
6 2 17 
East South Central States 
Tennessee. ‘al 23 37 43 
West South Central States 
Mountain States 
22 36 4 
Pacific States 
18 12 j 
Territories and Possessions 
3,113 2,657 1,765 


Program on Air Pollution.—The American Meteorological Soci- 
ety and the American Geophysical Union will hold a joint meet- 
ing Sept. 11-12 in Chicago in conjunction with the Centennial 
of Engineering. The program for Friday morning is devoted to 
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air pollution. Dr. Raymond Hussey of the Council on Industrial 
Health, American Medical Association, will discuss “Public 
Health Aspects of Air Pollution.” Among other speakers on the 
general topic are Walter C. McCrone, Ph.D., Armour Research 
Foundation, Chicago, “Character and Source of Air Pollutants”; 
Mr. Samuel Radner, Chicago, “Prevention and Control of 
Pollution”; and Mr. George D. Clayton, Cincinnati, “Methodol- 
ogy of a Comprehensive Air-Pollution Investigation.” The meet- 
ing will be held in the north assembly room of the Conrad Hilton 
Hotel, at 9 a. m. 


Course in Cancer Detection—The Wayne University College of 
Medicine, Detroit, offers a postgraduate course in early de- 
tection of cancer. Three facilities of the college are to be used 
throughout the year in presentation of the course: the Yates 
Memorial Clinic, Detroit; Detroit Receiving Hospital; and 
Veterans Administration Hospital, Dearborn. The course, con- 
sisting of three quarters, may be taken as a whole, or any one 
quarter may be elected; first quarter, Sept. 15 to Dec. 6; second 
quarter, Dec. 8 to March 14, 1953; and third quarter, March 16 
to June 13. 

Registration for the first quarter must be made before Sept. 13 
at the Office of Postgraduate Medical Education, College of 
Medicine, 1512 St. Antoine, Detroit 26. The class is limited to 
15. Tuition is $50 per quarter. 


College of Chest Physicians.—At the annual meeting of the 
American College of Chest Physicians in Chicago, June 5-8, the 
College Medal was awarded to Dr. Chevalier L. Jackson of 
Philadelphia for meritorious achievement in diseases of the 
chest. The essay award, which included a prize of $250, was 
presented to Dr. C. Walton Lillehei, University of Minnesota 
Medical School, Minneapolis, for his essay “Experimental Bac- 
terial Endocarditis and Proliferative Glomerulonephritis.” Mr. 
Murray Kornfeld, Chicago, executive director of the college, 
was awarded a scroll in recognition of 25 years’ service. The 
college elected for 1952-1953 as president, Dr. Andrew L. 
Banyai, Milwaukee, and as president-elect, Dr. Alvis E. Greer, 
Houston, Texas. Drs. William A. Hudson, Detroit, and James H. 
Stygall, Indianapolis, will serve as vice-presidents, and Dr. 
Minas Joannides, Chicago, as treasurer. The next annual meet- 
ing will be held at the Hotel New Yorker, New York, May 28-31, 
1953. 


Joint Meeting of Two State Societies.—The third annual com- 
bined meeting of the New Hampshire and Vermont state medi- 
cal societies will be held at the Mount Washington Hotel, Bretton 
Woods, N. H., Sept. 7-9. Dr. B. Read Lewin, Claremont, presi- 
dent of the New Hampshire Medical Society will preside on 
Monday, and Dr. Wilmer W. Angell, Randoiph, president 
of the Vermont State Medical Society, on Tuesday. On Mon- 
day at 11:45 a. m. there will be a special panel on “You and 
Your A. M. A.” Participants will be Drs. David B. Allman, 
Atlantic City, N. J., A. M. A. trustee, who will serve as chair- 
man; Mr. Lawrence W. Rember, Chicago, Director, A. M. A. 
Field Service, Public Relations Department, who will speak on 
“P. R. at Your A. M. A. Headquarters,” and Mr. Howard 
Brower of the A. M. A. Council on Medical Service, whose 
topic will be “Your Dues and Where They Go.” 

On Tuesday at 9 a. m. Dr. Louis H. Bauer, Hempstead, N. Y.., 
President of the American Medical Association, will discuss 
“Medical Societies, The Doctors and The Public,” and at 10:45 
a. m. Dr. Homer C. Pearson of Miami, Fla., will talk on “Doc- 
tors in Politics.” 

Other out-of-state speakers will include Drs. Robert Hender- 
son and Edward L. Howes, New York; Herrman L. Blumgart, 
Frank H. Lahey, Dwight E. Harken, and Francis D. Moore, 
Boston; John H. Powers, Cooperstown, N. Y.; and Edward J. 
Coughlin Jr., Williamstown, Mass. 

The annual banquet, on Monday, will be addressed by the 
Hon. Amos N. Blandin, Bath, N. H., associate justice of the 
New Hampshire Supreme Court. Dancing will follow at 10 p. m. 

Among the social events planned are a golf tournament, square 
dancing, a dutch treat cocktail party preceding the annual ban- 
quet, and a sports dinner. 

There will be special tours for members of the Woman's 
Auxiliaries, which meet at the same time and place. 
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CANADA 


Refresher Course on Malignant Disease.—The British Columbia 
Cancer Institute, Vancouver, offers a refresher course on malig- 
nant diseases, Oct. 6-10, with Sir Stanford Cade and Prof. 
Brian W. Windeyer of London, England, as chief speakers. Other 
visiting guest speakers are: Drs. Simeon T. Cantril and Franz 
J. Buschke of the Tumour Institute of the Swedish Hospital, 
Seattle; Orlando H. Warwick of the National Cancer Institute 
of Canada; Herbert M. Parker, M.Sc., Richland, Wash.; and 
Dr. Bertrand V. Lowbeer, University of California Hospital, 
San Francisco. There is no charge for the course. Those wish- 
ing to attend should write at once to Dr. Alexander M. Evans, 
Medical Director, British Columbia Cancer Institute, Van- 
couver, B. C., for a ticket of admission. 


LATIN AMERICA 


Chilean Congress of Pediatrics.—The Chilean Congress of Pedi- 
atrics, which will be held in Santiago de Chile, Oct. 23-25, 
will be preceded by a postgraduate course in pediatrics, Oct. 
13-22. This course will consist of practical demonstrations in 
various children’s hospitals, conferences, and four classes con- 
cerned with problems of mothers and children, school health, 
and mental hygiene in childhood. Subjects to be discussed at 
the clinics include antibiotics and diet in enterocolitis; diagnosis 
and treatment of skin infections; treatment of cardiac insuffi- 
ciency in children and nursing infants; the most frequent dis- 
turbances in the newborn; congenital syphilis; suppurative 
meningitis; jaundice in nursing infants; glomerular nephritis; 
leukemias; chronic diarrheal syndromes in young children; con- 
vulsions: diagnosis and treatment; and surgical indications in 
otorhinolaryngologic syndromes in children. 

Topics for discussion at the congress will be (1) hepatitis and 
hepatic cirrhosis; (2) corticotropin and cortisone; and (3) surgi- 
cal treatment of pulmonary tuberculosis. 


FOREIGN 


Courses in Genital Cytology—The Faculty of Medicine and 
Pharmacy of the Université Libre, Brussels, announces that 
Dr. R. Bourg and his associates will conduct courses in genital 
cytology, Sept. 22 to Oct. 2, at the Brugmann Hospital. The 
introductory course, Sept. 22 to 27, will conclude with presen- 
tation of a film demonstrating cytodiagnosis of uterine cancer 
by Dr. Sicard of Paris, France, and the continuation course, 
Sept. 29 to Oct. 2, with presentation of a film by Prof. H. De 
Watteville, Geneva, Switzerland, on “Systemic Spread of Can- 
cer of the Neck in the Early Stage.” 


MEETINGS 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Durham, N. C., Oct. 2-4. 
Dr. Meyer A. Perlstein, 4743 North Drake Ave., Chicago 25, Secretary. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Chicago, 
Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bidg., Rochester, 
Minn., Executive Secretary. 

AMERICAN ACADEMY OF PeEprATRICS, Palmer House, Chicago, Oct. 20-23, 
Dr. E. H. Christopherson, 610 Church St., Evanston, Ill., Secretary. 
AMERICAN ASSOCIATION OF BLOOD BaNks, Hotel Schroeder, Milwaukee, 
Oct. 9-11. Miss Marjorie Saunders, 3500 Gaston Avenue, Dallas 1, 

Texas, Secretary. 

AMERICAN ASSOCIATION OF MEDICAL RECORD LIBRARIANS, Shoreham Hotel, 
Washington, D. C., Oct. 13-17. Miss Doris Gleason, 510 N. Dearborn St., 
Chicago 10, Executive Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Elmira, N. Y., 
Oct. 16-18. Dr. Marshall N. Fulton, 124 Waterman St., Providence 6, 
R. I., Secretary. 

AMERICAN COLLEGE OF SURGEONS,Waldorf-Astoria, New York, Sept. 22-26. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Secretary. 

AMERICAN FRACTURE ASSOCIATION, Hotel Sherman, Chicago, Oct. 6-9. 
Dr. H. W. Weilmerling, 219 N. Main St., Bloomington, Ill., Secretary. 

AMERICAN HosprtaL ASSOCIATION, Philadelphia, Sept. 15-18. Mr. George 
Bugbee, 18 East Division St., Chicago 10, Executive Director. 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, Jefferson Hotel, St. Louis, 
Oct. 1. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN Pupiic HEALTH ASSOCIATION, Public Auditorium, Cleveland, 

Oct. 20-24. Dr. Reginaid M. Atwater, 1790 Broadway, New York 19, 

Executive Secretary. 
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AMERICAN ROENTGEN Ray Society, Shamrock Hotel, Houston, Texas, 
Sept. 23-26. Dr. Barton R. Young, Germantown Hospital, Philadelphia 
44, Secretary. 

AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS, Chicago, Oct. 13-17. 
Dr. Clyde G. Culbertson, 1040 W. Michigan St., Indianapolis, Secretary. 


AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Hotel del Coronado, San 
Diego, Calif., Sept. 10-13. Dr. Casper M. Epsteen, 25 East Washington 
St., Chicago 2, Secretary. 


ANNUAL GULF CoasT REGIONAL CONFERENCE ON INDUSTRIAL HEALTH, Rice 
Hotel, Houston, Tex., Sept. 24-27. Dr. W. H. Hamrick, P. O. Box 2371, 
Houston, Tex., Chairman. 


ASSOCIATION OF LIFE INSURANCE MepicaL Directors OF AMERICA, Los 
Angeles, Oct. 21-23. Dr. Henry B. Kirkland, P. O. Box 594, Newark 1, 
N. J., Secretary. 

BIOLOGICAL PHOTOGRAPHIC ASSOCIATION, Hotel New Yorker, New York, 
Sept. 10-12. Mr. Lioyd E, Varden, Pavelle Color, Inc., 533 W. 57th St., 
New York 19, Secretary. 


COLLEGE OF AMERICAN PATHOLOGISTS, Drake Hotel, Chicago, Oct. 13-17. 
Dr. M. G. Westmoreland, 203 N. Wabash Ave., Chicago 1, Executive 
Secretary. 


CoLorapo STATE MEDICAL Society, Stanley Hotel, Estes Park, Sept. 9-12. 
Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Executive 
Secretary. 


CONSTANTINIAN Society, Lake Placid Club, Lake Placid, N. Y., Oct. 1-4. 
Dr. C. F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, Secretary. 


DELAWARE, MED:caL Society oF, Rehoboth, Sept. 8-10. Dr. Andrew M. 
Gehret, 822 North American Bldg., Wilmington, Secretary. 


DrstTRIcT OF COLUMBIA, MEDICAL SOCIETY OF THE, Hotel Statler, Washing- 
ton, Sept. 29-Oct. 1. Mr. Theodore Wiprud, 1718 M St. N.W., Wash- 
ington, Secretary. 

Great Farts CONFERENCE, Great Falls, Mont., Oct. 


24-25. Dr. William E. Suilens, Box 1066, Great Falls, Mont., Chair- 
man. 


Coast Cuinicat Society, San Carlos Hotel, Pensacola, Fla., Oct. 
16-17. Dr. Dale E York, 21% E. Wright St., Pensacola, Fla., Secretary. 


INDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
28-30. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Executive 
Secretary. 


Kansas City SOUTHWEST CLINICAL Society, Kansas City, Mo., Oct. 6-9. 
Dr. Galen M. Tice, 630 Shukert Bidg., Kansas City, Kansas, Secretary. 


KENTUCKY STATE MEDICAL ASSOCIATION, Brown Hotel, Louisville, Oct. 7-9, 
Dr. Bruce Underwood, 620 S. Third St., Louisville 2, Secretary. 


MIcHIGAN STaTE MepicaL Society, Book-Cadiliac Hotel, Detroit, Sept. 
24-26. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Secretary. 


MississipP1 VALLEY Mepicat Society, Jefferson Hotel, St. Louis, Oct. 1-3. 
Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 


MONTANA MEDICAL AssociaATION, Florence Hotel, Missoula, Sept. 18-21. 
Mr. L. R. Hegland, 104 North Broadway, Billings, Executive Secretary. 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION, Hotel Statler, New York, 
Oct. 20-22. Dr. Sigurd W. Johnsen, 1819 Broadway, New York 23, 
Secretary. 


NEUROSURGICAL SOCIETY OF AMERICA, The Cloister, Sea Island, Ga., Sept. 
18-20. Dr. C. D. Hawkes, 22 North Manassas St., Memphis 5, Tenn., 
Secretary. 


New ENGLAND OBSTETRICAL AND GYNECOLOGICAL SocrETy, Hotel Somerset, 
Boston, Oct. 29. Dr. Carmi R. Alden, 270 Commonwealth Ave., Boston 
16, Secretary. 


New HampsuHireE Mepicat Society, Mt. Washington Hotel, Bretton 
Woods, Sept. 7-9. Dr. Deering G. Smith, 44 Chester St., Nashua, 
Secretary. 


NortH Paciric Pepiatric Society, Challenger Inn, Sun Valley. Idaho, 
Sept. 19-20. Dr. S. Gorham Babson, 1107 S.W. 13th Ave., Portland 5, 
Ore., Secretary. 


NortH Paciric SOCIETY OF INTERNAL MEDICINE, Sun Valley, Idaho, Sept. 
19-20. Dr. Robert L. King, 1115 Terry Ave., Seattle 1, Wash., Secretary. 


NorTtTH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Texas, Sept. 17. Dr. E. Aubrey Cox, Hamilton Bldg., Wichita 
Falls, Texas, Chairman. 


OKLAHOMA City CLINICAL Soctety, Biltmore Hotel, Oklahoma City, Oct. 
27-30. Dr. N. L. Miller, 512 Medical Arts Bidg., Oklahoma City, 
Director of Clinics. 


OmaHa Mip-West Cuitnicat Society, Hotel Paxton, Omaha, Oct. 27-31. 
Dr. Payson S. Adams, 1031 Medical Arts Bidg., Omaha 2, Director of 
Clinics. 

OrEGON STATE Mepicat Society, Portland, Oct. 8-11. Dr. Robert F. 
Miller, 833 S.W. 11th Ave., Portland 5, Secretary. 


PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Bellevue-Stratford Hotel, 
Philadelphia, Sept. 28-Oct. 2. Dr. Walter F. Donaldson, 500 Penn Ave., 
Pittsburgh 22, Secretary. 
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SOUTHWESTERN MeEpIcAt ASSOCIATION, Albuquerque, N. M., Oct. 30- 
Nov. 1. Dr. W. W. Schuessler, 1415 First National Bank Bldg., El Paso, 
Texas, Secretary. 


SOUTHWESTERN SURGICAL CONGRESS, Baker Hotel, Dallas, Texas, Oct. 
20-22. Miss-June Marchant, 1227 Classen St., Oklahoma City, Executive 
Secretary. 


Tri-State Mepicat Society or Texas, LOUISIANA AND ARKANSAS, Tex- 
arkana, Texas, Oct. 2-3. Dr. Albert M. Hand, 619 Main St., Texarkana, 
Texas, Secretary. 


VERMONT STATE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
*N. H., Sept. 7-9. Dr. James P. Hammond, 128 Merchants Row, Rutland, 
Secretary. 


VirGiniA, MEDICAL Society oF, Jefferson Hotel, Richmond, Sept. 28-Oct. 1. 
Mr. Robert L. Howard, 1105 West Franklin St., Richmond, Executive 
Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Olympic Hotel, Seattle, Sept. 
13-17. Dr. Bruce Zimmerman, 338 White-Henry-Stuart Bldg., Seattle, 
Secretary. 


WIscoNsIN, STATE MeEpIcAL Society oF, Hotel Schroeder, Milwaukee, 
Oct. 6-8. Mr. Charles H. Crownhart, 704 E. Gorham St., Madison, 
Secretary. 


INTERNATIONAL 


AERO MEDICAL ASSOCIATION INTERIM MEETING, Paris, France, Sept. 26-28. 
Dr. Armand Robert, 2 Rue Marbeuf, Paris 8e, France, Secretary. 


AMERICAN CONGRESS OF INDUSTRIAL MEDICINE, Rio de Janeiro, Brazil, 
Sept. 20-28. Prof. Dr. Jose Pedro Reggi, Calle Arenales No. 981 Buenos 
Aires, Argentina, Director General. 


CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH SOCIETY, Virginia 
Beach, Virginia, U. S. A., Sept. 22-25. 

EuROPEAN CONGRESS OF CARDIOLOGY. University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, England, Secretary. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SURGERY, Strasbourg, France, Oct. 
3-4. Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 


INTER-AMERICAN CONGRESS OF PusBLIC HEALTH, Havana, Cuba. Sept. 26- 
Oct. 1, Pan-American Sanitary Bureau, 1501 New Hampshire Ave. 
N.W., Washington 6, D. C. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-8. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 


INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 


INTERNATIONAL CONGRESS OF THE History OF MEDICINE, Nice-Cannes, 
France, and Monaco, Sept. 8-14. Dr. F. A. Sondervorst, 124 Avenue 
des Allies, Louvain, Belgium, Secretary-General. 


INTERNATIONAL CONGRESS ON HYDATID DISEASE, Santiago, Chile, Nov. 21- 
24. Organizing Committee, P. O. Box 9183, Santiago, Chile. 


INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 


INTERNATIONAL CONGRESS FOR MEDICAL LIBRARIANS, London, England, 
July 20-25, 1953. Mr. W. R. LeFanu, % London School of Hygiene 
and Tropical Medicine, Keppel Street, London, W.C.1, England, 
Chairman. 

INTERNATIONAL CONGRESS ON MEDICAL REcoRDS, London, England, Sept. 
7-12. Miss Gwen Perkins, 120 C Street S.E., Washington, D. C., Chair- 
man. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Monte- 
video, Uruguay, March 1-7, 1953. Dirreccion General del Servico de 
Sanitad Militar, 8 de Octubre y Mariano Moreno, Montevideo, Uruguay, 
Secretariat of the Congress. 


INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. A, 
Secretary General. 


INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, Amsterdam, Nether- 
lands, June 8-15, 1953. Dr. W. H. Struben, J. J. Viottastraat 1, 
Amsterdam, Netherlands, Secretary. 


_ INTERNATIONAL CONGRESS OF RapIoLOGy, Copenhagen, Denmark, July 
19-25, 1953. Professor Flemming Norgaard, 10 Oster Voldgade, Copen- 
hagen K., Denmark, Secretary General. 


INTERNATIONAL CONGRESS OF THERAPEUTICS, Madrid, Spain, Oct. 16-18. 
Professor Armijo, Instituto de Farmacologia, Cuidad Universitaria, 
Madrid, Spain, Secretary. 

. INTERNATIONAL CONGRESS OF UroOLoGy, The Waldorf-Astoria, New York, 
N. Y., U. S. A., Sept. 15-18. Dr. John A. Taylor, 2 East 54th St., New 
York, N. Y., U. S. A., Secretary-General. 

INTERNATIONAL Hospitat CONGRESS, London, England, May 25-30, 1953. 
Capt. J. E. Stone, 10 Old Jewry, London, EC2, England, Hon. Secretary. 

- INTERNATIONAL STUDY CONFERENCE ON CHILD WELFARE, Bombay, India, 


Dec. 5-12. For information write: All India Save the Children Com- 
mittee, 5 Carmichael Road, Bombay, India. 


J.A.M.A.,, Sept. 6, 1952 


MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION, Vichy, France, Sept. 
12-16. Dr. Margaret M. Wurts, 27 East Wellesley Road, Montclair, 
N. J., U. S. A., National Secretary. 


NEURORADIOLOGICAL SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 


PAN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16, 1953. Secretaria del Congress, 763 Uriburu, Buenos Aires, 
Argentine. 


Wortp CONGRESS OF MEDICINE, Montecatini, Italy, Oct. 16-18. Secre- 
tariat: Corso Trieste, 65, Rome, Italy. 


Worip Mepicat Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BoarRD OF MEDICAL EXAMINERS: Part I and II. February 1953. 
All centers where there are five or more candidates. Exec. Sec., Dr. 
John P. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. Swampscott, Mass., Sept. 
28-Oct. 1. Sec., Dr. C. B. Hickcox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Oral. Philadelphia, 
October 1953. Ex. Sec., Miss Janet Newkirk, 66 East 66th St., New 
York 21. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers and 
overseas, Oct. 20. Closing date for the acceptance of applications for 
the written examination was May 1. Oral. Philadelphia, Nov. 13-14 and 
Washington, D. C., Nov. 17-18. Exec. Sec.-Treas., Dr. William A. 
Werrell, 1 West Main Street, Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May or June 
1953. Final date for filing application for the oral examination is Jan. 
15, 1953. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, 
Conn. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Witten. Various 
Centers, Feb. 6, 1953. Final date for filing applications is Nov. 1. Sec., 
Dr. R. L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


AMERICAN BoaRD OF OPHTHALMOLOGY: Written. Various Centers, January 
1953. Final date for filing applications was July 1. Practical. Chicago, 
Oct. €-10 and New York City, June 6-10, 1953. Sec., Dr. Edwin B. 
Dunphy, 56 Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: The deadline for the receipt 
of applications for the 1953 Part II examinations was Aug. 15; for the 
1953 Part I examination the deadline is Nov. 30. Sec., Dr. Harold A. 
Sofield, 122 S. Michigan Ave., Chicago. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Written. Chicago, Oct. 6-10. Oral. 
Chicago, Oct. 6-10 and New Orleans, April 21-25, 1953. Sec., Dr. Dean 
M. Lierle, University Hospital, lowa City. 


AMERICAN BOARD OF PATHOLOGY: Written and Oral. Pathologic Anatomy 
and Clinical Pathology examination. Chicago, Oct. 9-11. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago 11. 


AMERICAN BOARD OF PepraTRICs: Oral. Chicago, Oct. 24-26; Boston, Dec. 
5-7. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. 


AMERICAN BoarD OF PLASTIC SURGERY: Oral and Written. New York, 
Sept. 26-28. Final date for filing of case reports is Aug. 15. Sec., Dr. 
Bradford Cannon, 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE AND Pusiic HEALTH: Cleve- 
land, Oct. 18-20. Sec., Dr. E. L. Stebbins, 615 N. Wolfe St., Baltimore. 


AMERICAN BOARD OF PROCTOLOGY: Oral and Written. Philadelphia, Sept. 
27-28. Sec., Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, 
Minn. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York City, Dec. 
15-16. Final date for filing applications is Sept. 15. Sec.-Treas., Dr. 
David A. Boyd, Jr., 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Oral. Dec. 1-7. Final date for filing 
application was June 1. Oral. Tampa, April 8-15. Sec., Dr. B. R. Kirklin, 
102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BoarD OF SuRGERY: Written. Various Centers. October 1952. 
Final date for filing application was July 1. Written. Various Centers, 
March 1953. Final date for filing application is Dec. 1. Sec., Dr. J. 
Stewart Rodman, 225 S. 15th St., Philadelphia. 


AMERICAN BOARD OF UROLOGY: Written. Various Centers, December. 
Oral. Chicago, Feb. 7-11. Sec., Dr. Harry Culver, 30 Westwood Road, 
Minneapolis 16, Minn. 
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Evans, John Lillie ® Wichita, Kan.; born in Washington, Ind., 
Dec. 4, 1878; Washington University School of Medicine, St. 
Louis, 1904; member of the founders’ group of the American 
Board of Surgery; member of the Western Surgical Association; 
fellow of the American College of Surgeons; member of the 
surgical staff, St. Francis Hospital; division surgeon, Missouri 
Pacific Railroad; local surgeon, Rock Island Lines; chairman of 
the board of directors of the Southwest Federal Savings and 
Loan Association, and vice-president and member of the board 
of the Southwest National Bank; medical director for Farmers 
and Bankers Life Insurance Company; died June 25, aged 73, 
of hypertension. 


Lamb, Robert Brockway ® Harmon-on-Hudson, N. Y.; born in 
1869; Albany (N. Y.) Medical College, 1891; member of the 
American Psychiatric Association and the New York Psychiatric 
Society; first medical superintendent of the Dannemora (N. Y.) 
State Hospital and later medical superintendent of the Matteawan 
State Hospital in Beacon; owner, medical director, and super- 
intendent of the Crichton House; established the Lamb Founda- 
tion, for the purpose of teaching ideal physician-patient relation- 
ships; three medical schools are now receiving grants from this 
foundation; died June 1, aged 82, of cerebral hemorrhage and 
arteriosclerosis. 


Alley, John Newton © Lewiston, Idaho; Jefferson Medical 
College of Philadelphia, 1896; member of the House of Delegates 
of the American Medical Association in 1913; past president of 
the North Idaho Medical Society and Idaho State Medical 
Association; for many years associated with the Indian Service; 
at one time health officer of Nez Perce County; served as super- 
intendent of the Fort Lapwai Indian Sanatorium in Lapwai, and 
the Tacoma (Wash.) Hospital; formerly on the staff of Eastern 
State Hospital in Medical Lake, Wash.; died June 14, aged 80, 
probably of coronary thrombosis. 


Abel, Oliver Jr. ® St. Louis; Washington University School of 
Medicine, St. Louis, 1923; on the faculty of his alma mater; 
served on the staffs of Barnes and DePaul hospitals; died July 2, 
aged 52, of carcinoma. 


Adair, Gael Myerly © Anita, Iowa; Drake University College 
of Medicine, Des Moines, 1909; died in Atlantic (lowa) Memorial 
Hospital May 17, aged 67, of mesenteric and coronary throm- 
bosis. 


Aikins, Lorne Howe ® Willoughby, Ohio; University of Toronto 
Faculty of Medicine, Toronto, 1926; affiliated with Doctor’s 
Hospital in Cleveland Heights, Huron Road, St. Luke’s and Glen- 
ville hospitals in Cleveland; died June 22, aged 55, of coronary 
occlusion. 


Baker, Elven O. ® Wichita, Kan.; Kansas City Homeopathic 
Medical College, Kansas City, Mo., 1899; for many years 
member of the board of directors of the Union National Bank; 
died in Wesley Hospital June 17, aged 75, of carcinoma of the 
tongue. 


Barone, Henry, Newton, Mass.; Middlesex College of Medicine 
and Surgery, 1929; died in Boston recently, aged 63, of cerebral 
vascular accident. 


Bennett, Percival Robert, Bryson City, N. C.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1916; died in Asheville May 23, aged 59, 
of gastrojejunocolic fistula and peptic ulcer. 


Carrigan, William Adams ® Society Hill, S. C.; University of 
Maryland School of Medicine, Baltimore, 1902; served as secre- 
tery of the Darlington County Medical Society; retired health 
oflicer of Darlington County; died in McLeod Infirmary, 
Florence, June 5, aged 75, of uremia and arteriosclerosis. 


# Indicates Member of the American Medical Association. 


DEATHS 


Carter, George Walton © Chipley, Fla.; Eastern University 
School of Medicine, Baltimore, 1913; died May 5, aged 60, of 
coronary occlusion. 


Clark, Robert Ernest ® Memphis, Texas; Baylor University 
College of Medicine, Dallas, 1924; died in Hillcrest Hospital, 
Waco, May 5, aged 52, of uremia. 


Copeland, George W. © Vevay, Ind.; Kentucky School of Medi- 
cine, Louisville, 1896; died in Christ Hospital, Cincinnati, June 7, 
aged 79, of cerebral hemorrhage. 


Curry, Fillmore Smith © Detroit; University of Michigan Medi- 
cal School, Ann Arbor, 1929; specialist certified by the American 
Board of Surgery; fellow of the American College of Surgeons; 
affiliated with Highland Park (Mich.) Hospital and Harper 
Hospital; died June 9, aged 46, of malignant hypertension. 


Czwalinski, Peter Frank © Chicago; Northwestern University 
Medical School, Chicago, 1929; served during World War II; 
died July 6, aged 48. ; 


Davis, Thomas W., Winston-Salem, N. C.; Medical College of 
the State of South Carolina, Charleston, 1898; member of the 
American Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; served during 
World War I; affiliated with City Hospital, where he died June 3, 
aged 75, of coronary thrombosis. 


Devlin, Thomas Frank, Langhorne, Pa.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1891; medical 
superintendent of the Marydell School; affiliated with St. Mary’s 
and Misericordia hospitals in Philadelphia; died June 30, aged 
82, of myocardial infarction. 


Dolan, Leo Patrick © Toledo, Ohio; St. Louis University School 
of Medicine, 1923; specialist certified by the American Board 
of Urology; member of the American Urological Association; 
fellow and formerly member of the board of governors of the 
American College of Surgeons; consultant in urology, Providence 
Hospital, Sandusky; affiliated with Mercy Hospital, Maumee 
Valley Hospital, and St. Vincent’s Hospital, where he died 
June 16, aged 54, of acute coronary occlusion. 


Eller, Albert J., North Wilkesboro, N. C.; College of Physicians 
and Surgeons, Baltimore, 1893; died April 28, aged 84, of cardio- 
renal disease. 


Gilbride, John J. © Philadelphia; University of Pennsylvania 
Department of Medicine, 1895; Medico-Chirurgical College 
of Philadelphia, 1905; formerly on the faculties of his alma 
mater and the Philadelphia Polyclinic; died June 11, aged 79. 


Graham, Christopher, Rochester, Minn.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1894; also received 
the degree of doctor of veterinary medicine; professor of medi- 
cine in the Mayo Foundation, Graduate School, University of 
Minnesota, from 1915 to 1919; became associated with the Mayo 
Clinic in 1904 and was head of the division of medicine from 
1914 to 1919; for many years on the staff of St. Mary’s Hospital; 
died June 20, aged 96, of coronary sclerosis. 


Graham, William J., Greene, R. I.; Detroit College of Medicine, 
1903; at one time practiced in Pawtucket, where he served as 
chairman of the city park commission, health officer and for 
many years on the staff of the Memorial Hospital; died June 9, 
aged 74, of coronary thrombosis. 


Hirder, Henry ® Milwaukee; Northwestern University Medical 
School, Chicago, 1899; died June 6, aged 81, of chronic myo- 
carditis. 


Harrison, King William © Enterprise, Ala.; Medical College of 


Alabama, Mobile, 1896; died in Gibson Hospital June 3, aged 
79, of coronary thrombosis. 


Herrenkohl, Albert H., Huntington, W. Va. (licensed in West 
Virginia, year unknown); died May 29, aged 87, of coronary 
occlusion. 
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Herron, Carroll Edward, Pittsburgh; University of Pittsburgh 
School of Medicine, 1931; served during World War II; former- 
ly medical director of the Ohio State Life Insurance Company 
in Columbus; died June 12, aged 45. 


Hiil, Robert Sommerville © Montgomery, Ala.; University of 
the City of New York Medical Department, New York, 1891; 
member of the Southern Surgical Association and Southeastern 
Surgical Congress; fellow of the American College of Surgeons; 
affiliated with Fitts Hill Hospital; died June 16, aged 82, of 
coronary occlusion. 


Hirschfeld, Siegfried ® Brooklyn; Medizinische Fakultit der 
Universitat, Vienna, Austria, 1926; died June 19, aged 52. 


Huston, Herbert Marc ® Ruthven, lowa; State University of 
Iowa College of Medicine, lowa City, 1892; past president of 
the Palo Alto County Medical Society; an Associate Fellow 
of the American Medical Association; died April 21, aged 81, of 
coronary occlusion. 


Ivey, Robert Robbins ® Morganton, N. C.; University of Ala- 
bama School of Medicine, 1909; fellow of the American College 
of Surgeons; member of the staff of the Biltmore (N. C.) Hos- 
pital; consulting surgeon, Mountain Sanatorium in Naples and 
Patton Memorial Hospital in Hendersonville; died in the New 
England Hospital, Boston, April 13, aged 64, of carcinoma of 
the thyroid with pulmonary metastases. 


Jackson, William Emmett, Topeka, Kan.; Howard University 
College of Medicine, Washington, D. C., 1897; died June 23, 
aged 85, of cerebral hemorrhage. 


Johnson, Charles Henry ® Paris, Tenn.; University of Tennessee 
Medical Department, Nashville, 1897; for many years county 
health officer; served on the staff of the Eastern State Hospital 
in Lexington, Ky.; died May 23, aged 79, of cerebral hemorrhage. 


Karficl, George Jacob © San Francisco; Ludwig-Maximilians- 
Universitat Medizinische Fakultaét, Munich, Bavaria, Germany, 
1925; saw overseas duty in the Pacific during World War II; 
affiliated with University of California, Mount Zion, and French 
hospitals; died May 10, aged 50, of hypertension and uremia. 


Linn, Frank Deo ® Albion, Mich.; University of Michigan 
Medical School, Ann Arbor, 1924; served during World War II; 
died in Council Bluffs, Iowa, July 19, aged 52. 


McKenzie, Albert Clarence, Jacksonville, Fla.; Atlanta Medical 
College, 1914; served during World War 1; died in St. Luke's 
Hospital June 20, aged 62, of myocardial infarction. 


Magrath, Francis Edmund © Cheyenne, Wyo.; St. Louis College 
of Physicians and Surgeons, 1920; served during World War I; 
affiliated with Memorial Hospital of Laramie County, where he 
died June 17, aged 55, of hemorrhage and esophageal varices. 


Markin, J. Ward ® Washington, D. C.; Maryland Medical 
College, Baltimore, 1903; College of Physicians and Surgeons, 
Baltimore, 1905; on the staffs of Central Dispensary and 
Emergency, Sibley, Eastern Dispensary and Casualty, and Doc- 
tors hospitals; served as surgeon for the Chesapeake and Ohio, 
Pennsylvania, and Atlantic Coast Line railroads; died in Beverly 
Beach, Md., June 27, aged 78. 

Marsh, Adelbert W., Syracuse, N. Y.; Syracuse University 
College of Medicine, 1891; also a dentist; a trustee and founder 
of Crouse-Irving Hospital; for many years surgeon for the New 
York Central Railroad; died June 21, aged 94. 

Maxwell, Andrew Evans, Augusta, Ga.; Meharry Medical Col- 
lege, Nashville, 1915; died in Veterans Administration Hospital, 
Tuskegee, Ala., June 5, aged 62, of hypertensive cardiovascular 
disease. 

Meixell, Edwin Wesley © Wilkes-Barre, Pa.; Jefferson Medical 
College of Philadelphia, 1893; died in Memorial Hospital 
Masonic Homes, Elizabethtown, recently, aged 86, of influenza 
and cerebral arteriosclerosis. 

Morgan, Edward A., Baltimore; University of Louisville (Ky.) 
School of Medicine, 1911; died recently, aged 67, of pulmonary 
tuberculosis. 

Neuer, Jacques © New York; Medizinische Fakultat der Univer- 
sitat, Vienna, Austria, 1920; died May 12, aged 58, of pneu- 
monia 
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Phelps, Myron, Van Wert, Iowa; State University of lowa College 
of Homeopathic Medicine, lowa City, 1891; died in Leon April 8, 
aged 86, of peritonitis and ruptured appendix. 


Pratt, Edwin Francis ® Richmond, Maine; Medical School of 
Maine, Portland, 1900; past president of the Sagadahoc County 
Medical Society; served as school physician, local health officer, 
and medical examiner for Sagadahoc County; died April 17, 
aged 77, of coronary thrombosis. 


Raines, Ernest Alonson, Memphis, Tenn.; Memphis (Tenn.) 
Medical College, 1910; served on the staffs of Baptist, St. 
Joseph, and Methodist hospitals; died June 13, aged 71, of lateral 
sclerosis. 


Ratcliffe, Elton Aubrey ® Richmond, Va.; Medical College of 
Virginia, Richmond, 1915; affiliated with Retreat for the Sick 
and Grace Hospital; died May 30, aged 63, of arteriosclerosis. 


Robb, Thomas Plantz © Philomath, Ore.; University of Kansas 
School of Medicine, Kansas City, Kan., 1941; county coroner; 
affiliated with Good Samaritan Hospital in Corvallis; served 
during World War II; died June 12, aged 39, of coronary oc- 
clusion. 


Robison, Lyman Harold © Los Angeles; Rush Medical College, 
Chicago, 1912; specialist certified by the American Board of 
Obstetrics and Gynecology; served as assistant professor of 
gynecology at College of Medical Evangelists; for many years 
affiliated with St. Vincent's Hospital; died June 15, aged 67, of 
coronary occlusion. 


Rosener, Jacob, Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1904; formerly associ- 
ated with urology clinic at the Graduate Hospital of the Univer- 
sity of Pennsylvania, where he died June 15, aged 68, of car- 
cinoma of the stomach. 


Sammis, Jesse Fleet, New York; Columbia University College 
of Physicians and Surgeons, New York, 1906; served as assistant 
professor of clinical pediatrics at Cornell University Medical 
College; formerly chief of the pediatrics division of the Vander- 
bilt Clinic; at one time directed the pediatric service of New 
York Nursery and Childs Hospital; died in the New York 
Hospital June 22, aged 71. 


Schmidt, James McMahon ® Brooklyn; University of Michigan 
Medical School, Ann Arbor, 1919; specialist certified by the 
American Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology and the Ameri- 
can Academy of Allergy; fellow of the American College of 
Surgeons; affiliated with John E. Jennings, Carson C. Peck 
Memorial, and Brooklyn hospitals; died May 18, aged 59, of 
heart disease. 


Schuck, Traugott John ® Hoboken, N. J.; Columbia University 
College of Physicians and Surgeons, New York, 1904; past 
president of the Hudson County Medical Society; affiliated with 
St. Mary’s Hospital, where he died May 15, aged 68, of bronchial 
asthma, pulmonary fibrosis, and arteriosclerotic heart disease. 


Scott, James Fred ® Yakima, Wash.; McGill University Faculty 
of Medicine, Montreal, Canada, 1899; died May 24, aged 78. 


Septow, Hiram ® Chicago; Universitit Basel Medizinische 
Fakultat, Switzerland, 1920; died in the Norwegian American 
Hospital July 7, aged 62, of carcinoma of the liver. 


Shapiro, Oscar U. ® Detroit; University of Michigan Medical 
School, Ann Arbor, 1937; died May 19, aged 41, of myocardial 
infarction. 


Silberman, Walter Wolfe ® Chicago; Northwestern University 
Medical School, Chicago, 1924; an associate of the International 
College of Surgeons; affiliated with St. Bernard’s Hospital; died 
July 10, aged 53, of hypertensive cardiovascular disease. 


Smith, John Van Wagner, Middletown, N. Y.; Cornell Univer- 
sity Medical College, New York, 1905; at one time affiliated 
with Municipal Sanatorium in Otisville; died June 27, aged 83, of 
cerebral embolism and hypertensive heart disease. 


Smith, Joseph Jacob ® Newark, N. J.; Columbia University 
College of Physicians and Surgeons, New York, 1905; fellow 
of the American College of Surgeons; died May 10, aged 72, of 
coronary thrombosis, multiple sclerosis, and pyelonephrosis. 
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Spink, Urbana © Indianapolis; Woman’s Medical College of 
Pennsylvania, Philadelphia, 1899; formerly medical super- 
intendent of Dr. W. B. Fletcher’s Sanatorium; died in Methodist 
Hospital July 5, aged 73, of sarcomatosis. 


Sprenger, Arthur ® Peoria, Ill.; St. Louis University School of 
Medicine, 1910; specialist certified by the American Board of 
Urology; member of the American Urological Association; fel- 
low of the American College of Surgeons; formerly vice-presi- 
dent of the North Central Illinois Medical Association; served 
during World War I; member and past president of the staff of 
St. Francis Hospital; died in Jacksonville, May 21, aged 63, of 
coronary occlusion. 


Stansfield, Clarence Winfield © Fall River, Mass.; University of 
Maryland School of Medicine, Baltimore, 1906; past president 
of the Fall River Medical Society; member of the New England 
Oto-Laryngological Society; on the staffs of the Union and Fall 
River General hospitals; died May 16, aged 71, of broncho- 
pneumonia and arteriosclerosis. 


Stearns, Waldron Allen, Cherryplain, N. Y.; Albany (N. Y.) 
Medical College, 1900; served with the American Expeditionary 
Forces during World War I; formerly affiliated with Ellis Hos- 
pital in Schenectady; died May 23, aged 82, of arteriosclerosis. 
Stolley, Robert Jordan ® New London, Iowa; State University 
of lowa College of Medicine, lowa City, 1945; served during 
World War II; died in lowa City May 7, aged 31, of cerebral 
hemorrhage as the result of an automobile accident. 


StrahImann, Louis © San Diego, Calif.; Harvard Medical School, 
Boston, 1917; for many years police surgeon; on the staff of 
Mercy Hospital: died May 12, aged 60, of congestive heart 
failure. 


Tzlbot, John Edward ® Worcester, Mass.; Harvard Medical 
School, Boston, 1912; also a lawyer; member of the New England 
Obstetrical and Gynecological Society; affiliated with Memorial 
Hospital; died June 5, aged 72, of cerebral hemorrhage. 


Taylor, John Cephas, La Grange, Ga.; Atlanta Medical College, 
1916; died in Milledgeville, recently, aged 65, of coronary 
thrombosis. 


Thornhill, William Thomas ® Crosby, Miss.; Atlanta School of 
Medicine, 1912; affiliated with Field Memorial Hospital, Centre- 
ville, where he died June 1, aged 70, of coronary thrombosis. 


Thrall, Eleazar Aaron, Shadeville, Ohio; Columbus Medical 
College, 1892; died in the Mercy Hospital, Columbus, May 17, 
aged 88. 


Thum, Otto Charles © New York; University and Bellevue 
Hospital Medical College, New York, 1899; Associate Fellow 
of the American Medical Association; died June 20, aged 76. 


Tillman, Carl-Gustaf Didrik © Oakland, Calif.; Stanford Univer- 
sity School of Medicine, San Francisco, 1938; assistant clinical 
professor of medicine (neuropsychiatry) at his alma mater; 
certified by the National Board of Medical Examiners; member 
of the American Psychoanalytic Association and the American 
Psychiatric Association; served during World War Il; co- 
founder and co-director of the Piedmont Psychiatric Clinic; 
drowned May 31, aged 42, when his motor boat capsized in 
Tomales Bay. 


Tompkins, Edmund Pendleton © Lexington, Va.; Medical Col- 
lege of Virginia, Richmond, 1897; served as secretary of the 
Rockbridge County Medical Society; formerly practiced in 
Roanoke, where he was a member of the staff of the Roanoke 
Hospital, and president of the Roanoke Academy of Medicine; 
for many years county coroner; active in the Rockbridge His- 
torical Society, which he founded, and member of the Virginia 
Historical Society; co-author of “Natural Bridge and Its Histor- 
ical Surroundings”; died May 25, aged 83, of cerebral embolus. 


Turner, Israel Ezra, Durham, N. C.; Howard University College 
of Medicine, Washington, 1926; died June 18, aged 50, of chronic 
parenchymatous nephritis and uremia. 

Warren, Bradford ® Marshall, Ind.; Hospital College of Medi- 
cine, Louisville, Ky., 1906; served as health officer; surgeon 
for the Baltimore end Ohio Railroad; on the courtesy staff, 
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Union Hospital, Terre Haute, where he died June 6, aged 71, 
of coronary insufficiency and chronic rheumatic heart disease. 


Watkins, Eleanor Preston, San Francisco; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1901; died June 9, aged 
76, of acute coronary occlusion and hypertension. 


Wilkinson, William Lee © Bainbridge, Ga.; Atlanta Medical 
College, 1914; served during World War I; formerly mayor; 
died May 24, aged 64, of coronary thrombosis. 


Williams, C. R. Peter, Lansing, Mich.; University of Texas Medi- 
cal Branch, Galveston, 1951; served during World War II; intern, 
Edward W. Sparrow Hospital; died May 23, aged 35, in an auto- 
mobile accident. 


Wilson, Julius Henry ® Wheaton, IIl.; Northwestern University 
Medical School, Chicago, 1905; died in Community Hospital, 
Geneva, Ill., June 26, aged 73, of cerebral thrombosis and hyper- 
tensive heart disease. 


Winter, Arthur Edward © Tomah, Wis.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1898; served during 
World War I; affiliated with the Tomah Indian Agency as a 
physician, and served in the Indian Service for 35 years, from 
which he retired in 1944; died June 1, aged 77, of chronic 
myocarditis and hypertension. 


Welbarst, Abraham Leo ® New York; Columbia University 
College of Physicians and Surgeons, New York, 1898; Associ- 
ate Fellow of the American Medical Association; specialist 
certified by the American Board of Urology; member of the 
American Urological Association; on the staffs of the Madison 
Park Hospital in Brooklyn, Beth Israel, Jewish Memorial, and 
Manhattan State hospitals; formerly an associate editor of the 
Journal of the International College of Surgeons; died in Beth 
David Hospital June 3, aged 79. 


Woodward, George © Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1891; for many years 
state senator; father of Stanley Woodward, United States am- 
bassador to Canada; died May 25, aged 88. 


Wyman, Rodney Elbridge ® Reno, Nev.; Columbia University 
College of Physicians and Surgeons, New York, 1919; served as 
superintendent of the Nevada State Hospital for Mental Diseases; 
affiliated with St. Mary’s Hospital and Washoe Medical Center, 
where he died June 22, aged 58, of myocardial infarction and 
hypertension. 


York, James Joseph © Schenectady, N. Y.; Albany (N. Y.) Medi- 
cal College, 1909; member of the American Academy of Pedi- 
atrics; specialist certified by the American Board of Pediatrics; 
affiliated with Eastern New York Orthopedic Hospital-School 
“Sunny View,” Ellis Hospital, and St. Clare’s Hospital, where he 
died June 4, aged 65, of acute cardiac insufficiency. 


DIED WHILE IN MILITARY SERVICE 


McCord, Zack Hagan, Hodges, S. C.; born in Hodges, 
Dec. 31, 1923; Medical College of the State of South 
Carolina, Charleston, 1947; served an internship and 
residency at the Episcopal Hospital in Philadelphia; 
during World War II enrolled in the Navy’s V-12 program 
and was appointed an ensign H-V (P), U. S. Naval Reserve 
on May 1, 1943; commissioned a lieutenant (jg) in the 
medical corps of the U. S. Naval Reserve in June, 1947; 
from July until December, 1948, was in general practice 
at Laurens, S. C.; recalled to active duty on Oct. 29, 
1950; lieutenant, medical corps, U. S. Naval Reserve; his 
first duty station after being recalled was the Naval 
Hospital in Charleston, S. C.; after a short tour of duty 


at the hospital, was ordered to sea and became the 
squadron medical officer of mine squadron #6; lost at 
sea following the collision of the USS Hobson and the 
USS Wasp on April 26, aged 28. 
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GOVERNMENT SERVICES 


NAVY 


Course in Amphibious Medicine for Reserve Officers —A two 
week training course in amphibious medicine will convene at 
the Amphibious Training Command, Little Creek, Va., on Oct. 
6, for inactive volunteer naval reserve medical, medical service, 
and hospital corps officers. Quotas for this course have been as- 
signed to the first, third, fourth, fifth, sixth, eighth, and ninth 
Naval Districts. Officers who desire to attend should submit re- 
quests to the commandant of their home naval district at the 
earliest practicable date. This course consists of lectures, train- 
ing films, demonstrations, and practical exercises to familiarize 
the officers with the nature of the medical service provided in 
amphibious operations. The embarkation, underway, and de- 
barkation phases of the medical service are dealt with, and medi- 
cal supply problems are presented. Officers attending should 
provide themselves with fatigue or utility-type uniform equip- 
ment for participation in the practical aspects of this course. 
Meals and sleeping quarters will be available at the Bachelor 
Officers’ Quarters for those desiring such accommodations. 


Hospital Ships Care for 33,000 Patients.—Navy hospital ships 
operating in the Korean theater from July ,1950, through March, 
1952, have cared for more than 33,000 United Nations patients, 
the records of the Bureau of Medicine and Surgery indicate. 
The U. S. Navy hospital ships operating in the Korean theater 
are the USS Consolation, the USS Repose, and the USS Haven. 
In many instances it has been possible for these ships to operate 
close to the Korean coast. 

The hospital ships are equipped with landing platforms for 
helicopters, and many of the wounded have been flown directly 
from the battle zone to the ships in a few minutes. Thus, the 
Navy’s modern, fully equipped, well-staffed, floating hospitals 
are providing speedy, immediate definitive treatment and special- 
ized care to the wounded personnel of the armed forces of the 
United States as well as other United Nations personnel. 


PUBLIC HEALTH SERVICE 


Technical Training Courses.—Fourteen technical training courses 
will be offered by the Public Health Service Environmental 
Health Center, Cincinnati. The first, a course in basic radiological 
health training, is scheduled for Oct. 6-17. In addition to seven 
courses in radiological health, courses will be conducted in water 
pollution abatement, sewage, industrial waste and water treat- 
ment, milk and food sanitation, and atmospheric pollution con- 
trol. The courses are designed for professional personnel from 
state and local health departments, water pollution control 
agencies, the Public Health Service, and other governmental 
units. Industrial representatives who are cooperating with these 
agencies in environmental sanitation and radiological health 
programs are also eligible to attend. A bulletin giving the 
schedule and descriptions of the courses may be obtained from 
the Officer in Charge, Environmental Health Center, Public 
Health Service, Cincinnati, Ohio, or from Federal Security 
Agency regional offices. 


Water Pollution Control Program.—The Federal Water Pollu- 
tion Control Program, being carried out by the Public Health 
Service, has collected data on the 226 water basins in the United 
States, and the reports that have been published provide an in- 
ventory of the water pollution problem. There are more than 
* 22,000 sources of pollution in the United States, divided nearly 
equally between 11,800 municipal sewer systems and 10,400 
independent factory waste outlets. The Water Pollution Control 
Act of 1948 directed the Public Health Service to develop rpro- 
grams for the solution of water pollution problems in cooperation 
with the states and interstate agencies, municipalities, and in- 
dustries. The act provided for federal grants to the states to help 
with their industrial waste problems and loans to municipalities 


for construction of abatement works. No appropriations have 
been made available for these construction loans. 

No formal enforcement action has been taken, though the 
act has enabled the Public Health Service to act as a third party 
in helping in the solution of interstate problems. States have been 
encouraged to form regional pollution control councils in areas 
not covered by formal interstate compact agencies, and six of 
the drainage basins now have such informal advisory groups. 
Grants to states for studies, surveys, and research on water pol- 
lution caused by industrial wastes have stimulated greater state 
activity in the field, increased state appropriations, and expansion 
of the professional staffs of the state agencies by 71%. In keeping 
with the stress placed by Congress on helping to solve the indus- 
trial waste problem a National Technical Task Committee on 
Industrial Wastes was organized in 1950 to cooperate in an 
industry-federal government approach to the solution of difficult 
technical problems in this area. The group has 57 members, 
representing 36 major industrial categories covering 10,000 
individual plants. 


Fifteen Million Chest X-Rays.—The number of chest roentgeno- 
grams taken in the United States for the detection of tuber- 
culosis during the years 1946-1950 increased from 6 to 15 million 
according to a report by the Division of Chronic Disease and 
Tuberculosis of the Public Health Service. During the period 
from July, 1947, to December, 1950, an average of 8.6% of 
the population was examined each year. The average annual per- 
centages for individual states ranged from 1.5% to 26.5%. 
During these same years the tuberculosis death rate declined 
34%, the largest drop for any three year period since 1921. This 
decline varied from area to area, and a number of causative 
factors are suggested. When studied by geographic regions, the 
decline in the tuberculosis death rate appears to be positively 
associated with the intensity of x-ray examining. Where the 
average annual percentage of the population examined was 
greatest there was a tendency for the percentage decline in the 
death rate to be greatest as well. This tendency was not true for 
each state and is most pronounced when states are grouped into 
geographic regions. 


Public Health Officers.—The National Advisory Committee to 
the Selective Service System reports that the Public Health 
Service Commissioned Corps, active or inactive, are no longer 
on a military status. This means that all reserve officers of that 
corps who are physicians, dentists, or veterinarians, under 51 
years of age, must now register with their Selective Service local 
boards under Public Law 779, now incorporated in the Universal 
Military Training and Service Act. There is no other change in 
their status: 1. They are not subject to induction. 2. They receive 
credit for service the same as members of the Armed Forces. 
3. They receive the $100 a month incentive pay. 4. They get 
credit for all service rendered after Sept. 16, 1940. 

Officers of the regular corps do not have to register as special 
registrants. Special registration is required only of the United 
States Public Health Service Reserve Commissioned Officers 
Corps, active or inactive, and then only if they are physicians, 
dentists, or veterinarians under 51 years of age. 


950 Hospital Projects Completed.—According to the Division 
of Hospital Facilities of the Public Health Service, a total of 950 
hospital projects had been completed under the Hill-Burton 
program up to June 30. An additional 774 projects are under 
construction. Of the projects now in operation, 690, or 73%, 
are general hospitals, adding 28,000 beds to the country’s hos- 
pital resources. One hundred projects are now open, which have 
added about 7,000 beds in the tuberculosis, mental, and chronic 
disease categories. The remaining projects represent public 
health centers that are now operating and rendering community 
health services. The 1,800 projects approved as of June 30, 1952, 
will add 88,000 beds. The total cost of these projects is more 
than 1% billion dollars, of which the federal government is 
contributing 500 million dollars. 
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FOREIGN LETTERS 


DENMARK 


Treatment of Pulmonary Tuberculosis with Isonicotinic Acid 
Hydrazid.—Up to now Danish experiences with isonicotinic 
acid hydrazid (isoniazid) have not been so encouraging as those 
first reported from the United States. Since the middle of March 
1952, it has been given a trial at the tuberculosis department of 
the Mresund Hospital, where Dr. Kjeld Tgrning and Dr. Jgrgen 
Haarhg have reported on the first 31 patients treated with it from 
one to two months. The drug was given in tablet form three times 
a day with meals at the rate of about 4 mg. per kilogram of body 
weight. With only three exceptions, these patients had already 
been given streptomycin and p-aminosalicylic acid, to both of 
which 10 of them had been found to be resistant. All the cases 
were bacillary, and about half of them were more or less febrile. 
The effect on appetite and weight was very modest compared 
with the American reactions. Though there was a diminution of 
sputum in nearly every case, it was not marked; in many cases 
there was a change from purulent to more mucous sputum. In 
most cases there was an improvement in the general condition. 
The effect on the temperature was not uniformly good. The most 
interesting, though surely not the most reassuring, observation 
was that made by Prof. K. A. Jensen who noticed that the 
dwindling number of tubercle bacilli and signs of progressive de- 
generation in them was only a transient phenomenon; for it 
would seem that after only two months’ treatment there was a 
growth of many markedly chemoresistant tubercle bacilli. Dr. 
Toerning and Dr. Haarhg¢ have come to the conclusion that chemo- 
resistance may prove to be a serious obstacle to the new treat- 
ment. At present so little is known of the best dosage, the in- 
dications for, and possible toxic effects of the new drug that its 
administration should be confined to hospitals in which its effects 
can be closely followed. 


Health in Greenland.—A comprehensive survey of health con- 
ditions in Greenland by Dr. Mogens Fog-Poulsen shows that the 
total population of Greenland consists of about 22,000 Green- 
landers and a few hundred Danes scattered over an area, only 
one-seventh of which is free from ice. Yet this one-seventh is 
nearly seven times as large as the whole of Denmark, the mother 
country. Only 17 physicians, 31 nurses, and 113 midwives (103 
trained as midwives in Greenland) are at work, largely in con- 
nection with the 18 small hospitals and 3 children’s sanatoriums 
in the country. About 37% of the population is under the age 
of 12 years. In 1950 the birth rate was 50 per 1,000, and the 
death rate 25 per 1,000; in both cases the rates were nearly three 
times as great as the corresponding ones in Denmark. Since 1935 
the population has increased by 25%. The infant mortality is 
about five times as high as in Denmark, and the death rate at all 
ages is dominated by tuberculosis, which in the northern districts 
in 1950 accounted for 60% of all the deaths. On the other hand, 
the deaths from diseases of the cardiovascular system accounted 
for only 6% of all the deaths and deaths from cancer for 
only 2%. 

The most prominent diseases are the epidemic diseases, tuber- 
culosis, childhood diseases, gonorrhea, scabies, and pediculosis. 
Many fatal accidents are due to alcotiol. The gonorrhea rate 
continues to be high in spite of intensive penicillin treatment, 
particularly in those seasons of the year when the shipping traffic 
is active, and about 20% of the unmarried male population 
continues to suffer from it. An epidemic of scarlet fever in one 
area ran a comparatively mild course, although it was associated 
with nephritis in about 40% in spite of penicillin treatment. One 
influenza epidemic was so extensive that about 98% of the adults 
and about 60% of the children suffered for about three days 
with high fever. The effects were so devastating that the com- 
munity would have been paralyzed had not help come from the 
Danish Navy, whose members were less susceptible to influenza. 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


About 16% of the children and about 30% of the adults con- 
tracted bronchopneumonia after about eight days’ illness. The 
treatment given was a combination of penicillin and strepto- 
mycin. 

It is no exaggeration to say that the tuberculosis problem is 
appalling. A survey of about one-quarter of the total population 
of Western Greenland by Dr. P. B. Gravesen and others in 1951 
and 1952 has shown that 6.7% of the persons examined suffered 
from active pulmonary tuberculosis. This means that there are 
about 1,500 cases of active and infectious pulmonary tuber- 
culosis in the whole of Greenland. Here about one-third of the 
some 600 deaths every year are due to tuberculosis. Yet Denmark 
has about the lowest tuberculosis death rate in the world. Nearly 
every child in Greenland is tuberculin-positive before reaching 
the age of 14 years. At present there are only about 350 hospital 
beds available in Greenland, and some of them are required for 
nortuberculous cases. There are also 70 hospital beds in chil- 
dren’s sanatoriums. The Danish National Association for Com- 
bating Tuberculosis has recently put 200 hospital beds in Den- 
mark at the service of Greenland’s tuberculosis patients, but there 
are still about 800 patients with tuberculosis requiring treatment. 
Home treatment is out of the question in view of the primitive 
conditions in the Greenlanders’ homes. It is hoped that a special 
tuberculosis sanatorium will soon be erected in Greenland, and 
the Danish Red Cross is considering the provision of radiological 
facilities for diagnosis. 


“Festschrift” to Prof. Erik Warburg.—On Feb. 3, 1952, Prof. 
Erik Warburg celebrated his 60th birthday, and his many friends 
honored him by publishing a bulky “Festschrift” of 972 pages. 
It is issued as “Supplement 266” to Acta medica Scandinavica. 
The articles on medicine and the history of medicine have been 
written by some 150 authors from all over the world, including 
several from the United States. An introduction by Gotfredsen 
reviews Warburg’s achievements as a research worker and teach- 
er. Warburg’s interest in and contributions to the history of 
medicine are reflected in several of these articles, and reference 
is made to the discovery of evidence of leprosy in Danish ex- 
cavations covering the Middle Ages. Another item of historical 
interest concerns the demonstration in 1800 by Landré-Beauvais 
of the characteristics distinguishing rheumatoid arthritis from 
gout. Most of this bulky volume, probably the largest 
“Festschrift” yet published in Scandinavia, is concerned with 
internal medicine, particularly diseases of the heart and circula- 
tory system. Two articles on diseases of the lungs bring out the 
curious observation that peripheral articular conditions may be 
early manifestations of bronchial cancer. Toward the end of the 
“Festschrift,” Professor Warburg’s distinguished countryman 
Niels Bohr makes some philosophical reflections on the mentality 
of men. 


Population Statistics—The information yielded by the national 
census on Nov. 7, 1950, has now been published in book form, 
with more than 200 pages crammed with statistical data. The 
total population of Denmark is now over 4.25 million, showing 
a rise of 6% since 1945. With a birth rate of 20.9 per 1,000 
and a death rate of 9.3 per 1,000, the population of the country 
has risen by 262,759 persons. The shift of the population from 
rural to urban areas is so marked that the population of the 
former has actually declined, while that of the latter affords 
some explanation for the housing difficulties in the towns whose 
population constitutes more than two-thirds of the total popula- 
tion. The Copenhagen area accounted for 41% of all the town 
dwellers in Denmark. There was an average of 3.25 persons 
in each of the 1.3 million families, 2.8 in Copenhagen, 3.2 in 
the provincial towns, and 3.75 in the rural areas. There were 
100 persons per square kilometer in 1950 as compared with only 
40 in 1860. 


¥ 
4 
4 » 
q 
= 
: 


50 FOREIGN LETTERS 


ITALY 


First Italian Convention on Cortisone.—The Italian Society of 
Rheumatology sponsored the first Italian Convention on Corti- 
sone, which was held in Taormina in June. Dr. Selirie, from 
New York, was present at the convention, during which reports 
were read by Professors Luigi Villa, Camillo Ballabio, and 
Gianni Sala, from the University of Milan. 

The speakers considered the problem of whether cortisone is 
the only and main hormone secreted by the adrenals, besides 
androgen hormones, and whether it participates in the activity 
of o:her hormones with definite and antagonistically balanced 
functions. From recent studies it appears that cortisone and 
compound A (11-dehydrocorticosterone) are the respective 
metabolites of the F and B compounds (17-hydroxycorticosterone 
and corticosterone). Consequently, the antagonism between 
mineral-active and glycoactive hormones, about which much has 
been written, is denied and the secretion of pure minera‘o- 
corticoids of the desoxycorticosterone acetate type is likewise 
denied. Cortisone does not cause significant changes in the basal 
use of oxygen, but it increases the respiratory quotient. To 
explain this phenomenon a transformation of glycides into fats 
can be produced. Cortisone influences the metabolism of glycides 
by: (1) helping to transform proteins into glycides, (2) inhibiting 
the peripheral utilization of glycides, (3) increasing the glycogenic 
reserves of the liver from g!ucose as well as proteins, and (4) 
decreasing the renal threshold of glucose. In healthy persons 
with glycides balance, cortisone does not influence carbohydrate 
metabolism as it does in persons with diabetes. During cortisone 
therapy, there is a constant increase of pyruvic acid in the bleod, 
which can be checked with co-carboxylase. The speakers believe 
that cortisone is preferable to other drugs in cases of acute 
articular rheumatism, especially in salicylate-resistant patients, in 
patients with acute exudative pericarditis, and in those with 
acute decompensated carditis. But the use of cortisone does not 
exclude the use of salicylate; on the contrary, in several cases 
they integrate each other. Cortisone has given gratifying results 
in treatment of chronic primary polyarthritis when a proper 
maintenance dose was given. Dr. Selirie, in a lecture at the Uni- 
versity of Naples several days before, had suggested increasing 
the dose of 12 mg. every day until a definitive daily maintenance 
dose of 50 mg. is obtained. After the initial dose of 3 gm. is given, 
a maintenance dose of 50 mg. daily could be continued for many 
weeks. 

Two other meetings were sponsored by the Italian Society of 
Rheumatology. At one Prof. S. Pisani, from the University of 
Florence, reported on the historical background, definition, 
frequency, and classification of fibrositis and related pathological 
pictures. At the other, Prof. C. Marino-Zuco, from the Univer- 
sity of Rome, pointed out the advances of modern orthopediv 
surgery. 


JAPAN 


Experiments with Isonicotinic Acid Hydrazid.—The study of 
the antituberculous activity of isonicotinic acid hydrazid (iso- 
niazid) is one of the most important problems at present in 
Japan. The production of this drug has been conducted by many 
Japanese pharmaceutical firms. Sanatoriums and laboratories 
are now studying its effectiveness. In spite of its excellent 
bacteriostatic activity against Mycobacterium tuberculos:s in 
vitro, the growth of tubercle bacilli of the specimen from 
tuberculous patients is not so clearly inhibited as in the case of 
streptomycin. Many experiences show that a certain con- 
centration of streptomycin inhibits the growth of all tubercle 
bacilli, while isonicotinic acid hydrazid generally inhibits it even 
in lower concentration; but sometimes a few colonies appear 
that do not inhibit the growth of bacilli in the same or higher 
concentration of the drug as compared with streptomycin. 
The results of the animal experiments are nearly the same 
as those in other countries. In these preliminary observations, 
the treatment is limited chiefly to the patients with far ad- 
vanced pulmonary disease and with extensive tissue destruc- 
tion. Maximum daily dosage is 4 mg. per kilogram of body 
weight and per os in three divided doses. The toxicity of the 
drug among the Japanese patients is of little significance. The 
therapeutic effect is almost the same as reported in other coun- 
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tries, i. e., reduction in fever, in cough, in the volume of sputum, 
and in the number of tubercle bacilli. During the course of the 
treatment, there were many in whom the volume of sputum and 
also the number of tubercle bacilli in sputum reincreased or 
reappeared. At the same time, the isonicotinic acid hydrazid 
resistant bacilli appear in sputum. In the report from one national 
sanatorium, the resistant strains are found in about 80% of the 
cases after four months’ treatment. Indication for this treatment 
as well as the method of treatment to prevent the appearance of 
resistant strain is required to be determined. 


LONDON 


British Medical Association Annual Meetirng.—Four major is- 
sues dominated the annual representative meeting of the British 
Medical Association, which met in Dublin this year. The meet- 
ing accepted a recommendation of its council that the annual 
subscription be raised from £4.4s. to £6.6s. Half of the increase 
will be put aside toward redemption of debt. One of the major 
fears in many quarters is that the increase may result in a de- 
crease in membership. Closely linked with this question of in- 
creased subscripiion was that of the loss that the association is 
incurring on its publications, particularly its popular health jour- 
nal, Family Doctor. No more unpropitious moment, financially, 
could have been chosen for the launching of a new journal of 
this type than the middle of 1951, and it says much for the skill, 
energy, and enthusiasm of the editor of Family Doctor that the 
loss has been no greater than it has been. The meeting finally 
decided to approve publication for at least another year. 

The problem of professional secrecy was raised once again 
on a recommendation of the council: “that in general it is a prac- 
titioner’s obligation to observe strictly the rule of professional 
secrecy by refraining from disclosing voluntarily without the 
consent of the patient (save with statutory sanction) to any third 
party information which he has learnt in his professional re- 
lationship with the patient; but that there will doubtless occur 
certain special occasions when it may become a doctor’s moral 
or social duty for the protection of innocent persons to make 
disclosure to an interested party if the patient, after having been 
properly and clearly advised as to the appropriate action which 
he should take, refuses to do so on his own responsibility.” The 
represen‘atives refused to accept this recommendation, and, after 
a long discussion, an amendment was carried by a large majority 
that certain words would be changed, thereby reiterating the 
present policy of the association. 

Perhaps the most controversial part of all, however, was the 
council’s report on marriage and divorce. Since its publication 
strong exception has been taken to it by a vocal section of the 
association, mostly on religious grounds, and this had culminated 
in a swarm of amendments, which threatened a stormy discus- 
sion. The British Medical Journal comments, “A debate on this 
in the capital city of a predominantly Roman Catholic couniry 
would undoubtedly have been an embarrassment to the Repre- 
sentative Meeting and to our hosts the Irish Medical Associa- 
ticn. The Council tcok the somewhat unusual step of discussing 
the report at a special meeting on July 2, and a still more un- 
usual step in deciding to withiraw it and to ask for it to be 
wi-hdrawn from the records of the Royal Commission. An em- 
barrassing situation was thus avoided.” 


Association Achievements.—The British Medical Journal prints 
in the “Annual Report of Council” the yearly accomplishments 
of the British Medical Association on its 120th anniversary. 
These achievements have to be considered against the background 
of the extensive routine work at headquarters, which includes the 
continual activity and vigilance of the organizations for general 
practitioners and for consultants and specialists, chiefly concern- 
ing terms and conditions of service under the National Health 
Service Acts, with their committees and subcommittees and secre- 
tariats; work in the field of public health, industrial health, and 
private practice; ethical and scientific activities; publication of 
the association’s journal and its other publications; the work 
of the library; advisory bureaus; public relations activities; and 
the conduct of a vast business house and the maintenance of one 
of the great buildings of London. By far the most spectacular 
are the association’s medicopolitical achievements, but, in the 
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academic field, the following publications are worthy of mention: 
the Family Doctor, a magazine intended for the layman, “The 
Spa in Medical Practice,” the “B. M. A. Book of Medical Scholar- 
ships,” and “Any Questions?” 


MEXICO 


Gastroenterological Congresses.—The Inter-American Gastro- 
enterological Association held its third congress in Mexico 
May I1 to 17, 1952, and dealt exclusively with matters related 
to the pancreas and biliary passages. This convention was held 
with the First National Congress of Gastroenterology and with 
the assistance of delegates from all of the American countries, 
Furope, and a large Mexican delegation. Both events were 
organized by the Sociedad Mexicana de Gastroerterologia, of 
which Dr. Abraham Ayala Gonzalez is president. 

Among the papers read were those by: Dr. Richard B. Cattell, 
Lahey Clinic, Boston, on results of surgical treatment of car- 
cinoma of the pancreas, illustrated by a motion picture; Drs. 
Henry L. Bockus, Philadelphia, and Damaso Gutiérrez, Madrid, 
on symptomatology and diagnosis of pancreatitis; Dr. Michael 
Somogyi, St. Louis, Mo., on pancreatic function test; Dr. Pierre 
Mallet-Guy, Lyon, France, on cholangiography and manome- 
try of the bile ducts during operation; Dr. Abraham Ayala 
Gonzalez, Mexico, on diagnosis and treatment of postoperative 
complications of the bile ducts; Drs. Sydney A. Portis, Chicago, 
and Leonides Guadarrama, Mexico, on sequelae of acute pan- 
creatitis; Drs. Jorge Flores Espinosa and Javier Palacio Macedo, 
Mexico, on the state of the pancreas in cirrhosis; Dr. Salvador 
Zubiran, Mexico, on the neurological complications of diabetes; 
Drs. Joseph Felsen, New York, and Gerhardt Katsch, Greifs- 
wald, Germany, on adenoma of the pancreas; Dr. Francisco 
Bassols, Mexico, on radiology of pancreatic disease; Dr. Nor- 
berto Trevino and Guillermo Montano, Mexico, on carcinoma 
of the pancreas; Dr. Hyman I. Goldstein, Camden, N. J., on 
historical aspects of pancreatic disease; Drs. Franz J. Ingelfinger, 
Boston, and Pedro Ramos, Mexico, on pancreatic function tests; 
and Dr. Edmundo Rojas, Mexico, on pathology of the pancreas. 

The executive committee of the Inter-American Gastro- 
enterological Association decided that the Fourth Panamerican 
Congress will be held in Montevideo, Uruguay, during the latter 
part of 1953, and that it will be dedicated to the study of the 
functional disturbances of the gastrointestinal tract. 


Fourth National Congress of Pediatrics—The Fourth National 
Congress of Pediatrics took place in the city of San Luis Potosi, 
May 1-4, 1952. It was organized by the Mexican Society of 
Pediatrics, and sponsored by the National Association of Pedi- 
atrics. More than 400 physicians, pediatricians, and general 
practitioners who see pediatric cases registered. The activities 
of the congress comprised: general sessions, in which symposiums 
were presented on infectious diarrheas of infancy and relations 
between the type of nutrition and the morbidity of poliomyelitis 
in Mexico; sectional sessions, in which 108 papers were pre- 
sented: round-table meetings, in which the organization of 
pediatric hospitals and the teaching of this specialty were dis- 
cussed; ani a seminar on mental hygiene. It was decided at this 
congress to esiablish the Academia Mexicana de Pediatria, and 
Dr. Mario Torroella, professor of pediatrics at the National 
University, was designated as its first president. Prizes were 
awarded to the winners in the 1951 contest, for the writing of 
papers on pediatric subjects. 


Autonomy for the General Hospital of Mexico City.—The 
medical staff of the General Hospital of Mexico City undertook, 
several months ago, the reorganization of this institution. The 
lirst step was the designation of the new medical director, Dr. 
Mariano Vazquez. In May the federal government granted the 
General Hospital full autonomy, such as other institutions 
( Institute of Cardiology and Hospital de Enfermedades de la 
Nutricién) have, in its administrative and technical management 
but granted it an annual subsidy for maintenance purposes. The 
next objective of the medical staff of the General Hospital is to 
get from the federal authorities a substantial increase of that 
subsidy, which now amounts to 9 million pesos, and also to get 
Private endowments. 


FOREIGN LETTERS 


SWITZERLAND 


Ceuncil for Coordination of International Meetings of the 
Medical Sciences.—This institution was created in 1949 in 
Brussels, under the patronage of the World Health Organization 
and UNESCO. It now groups 34 international associations of 
medical sciences and has as objectives the coordination of dates 
and places for international medical meetings, the providing of 
assistance for the technical work of meetings (interpretation, 
recording, and reproduction of documents), the offering of 
financial and technical help to such meetings and symposiums, 
and the dissemination of medical information in relation to these 
meetings. For the first two years, Dr. Zhukova, at present in 
India, was the main guiding influence. The general assembly of 
the council takes place every three years. The meeting, which 
was held in Geneva from April 8 to 10, 1952, was the second 
assembly of the council since it was created. The council is 
under the administration of an executive committee, composed 
of nine members. The chairman is Prof. J. Maisin, from 
Brussels, general secretary of the International Union Against 
Cancer. Its administrative office in Paris, in the UNESCO 
House. 

The general assembly of Geneva was opened by Professor 
Maisin, as Professor Debré (Paris) could not be present. Dr. 
Dorolle, a general-director of the World Health Organiza- 
tion, and Professor Auger of UNESCO then extended to the 
assembly wishes for success. The general assembly called to its 
chairmanship Prof. M. B. Visscher, from the Minneapolis Uni- 
versity, general secretary of the interim committee of the Inter- 
national Union of Physiological Sciences. In his opening speech, 
the new president expressed a desire to see the council increase 
its usefulness by contributing to the progress of practical medi- 
cine. He stressed particularly the necessity of giving to the coun- 
cil a more international character. The following professors were 
elected vice-presidents: Velter (France), Fleming (Great Britain), 
and G. Fanconi (Switzerland). The council discussed the value of 
international meetings offering postgraduate courses in which 
medical authorities could give lectures on subjects of their choice. 
The council also wishes to encourage young researchers. 


Study of Middlebrook-Dubos Reaction.—The hemagglutination 
reaction for the serologic diagnosis of tuberculosis that Middle- 
brook and Dubos described some years ago was the object of 
several research projects in Switzeriand, especially in Geneva, in 
the university clinic of dermatology, headed by Professor 
Jadassohn. The reaction is based on the fact that sheep red blood 
cells are permitted to react with tuberculin and are then dis- 
tributed in equal proportion in several tubes containing different 
dilutions of the serum of the patient suspected of illness. The 
authors were able to confirm the regularity of the reaction when 
they repeated it several times on the same sample of blood, 
verifying the fact that the agglutination rate of a specific blood 
does not present any variation. The authors made researches on 
the blood of 257 patients who had active pulmonary tuber- 
culosis and the blood of 317 persons in whom there was no 
suspicion of pulmonary or other tuberculosis. The Swiss authors 
do not have the same opinion as the American searchers who 
set an a priori limit of dilution, under and over which the 
reaction should be recognized as negative or positive. It is only 
in the extreme values that the reaction can confirm or infirm the 
diagnosis of active pulmonary tuberculosis. The intermediary 
reswts do not give any valuable information. As any sero- 
reaction, the one of Middlebrook-Dubos cannot be absolute. 
The clinic conserves all its rights; it must count this new reaction 
among the other complementary investigations, like sedimenta- 
tion rate and blood investigation. It would be wrong to establish 
a diagnosis on this reaction alone. 


Professor Fleming in Switzerland.—Professor Fleming came to 
Switzerland in order to assist at the Second General Assembly 
of the International Council for the Coordination of the Inter- 
national Meetings of the Medical Sciences. Professor Fleming, 
Nobel prize winner in medicine, gave two lectures in Lausanne 
and in Geneva on the discovery of penicillin and other anti- 
biotics. 
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CORRESPONDENCE 


WILDLIFE DISEASE ASSOCIATION 


To the Editor:—In conjunction with the 17th North American 
Wildlife Conference in Miami, Fla., March 17 to 19, 1952, a 
number of investigators met informally and officially organized 
the Wildlife Disease Association. During the previous year a 
preliminary draft of a statement of scope and purpose had been 
prepared by Drs. Bell, Cheatum, and Jellison. This was cir- 
culated among other members of a committee, and their sugges- 
tions were incorporated into the statement where it seemed 
justified during discussion at the Miami meeting. 

Wildlife management in North America has attained the status 
of a recognized profession. As professions go, it is a youthful 
one, but the responsibilities with which it is charged are heavy. 
It is asked to manage desirable populations of wildlife species 
so that they may be at least maintained, and in many instances 
increased beyond their current numbers. On the other hand, the 
profession is charged with control of nuisance species whose 
populations are believed to conflict so excessively with human 
health and economy or with the welfare of more desirable species 
of wildlife that their reduction appears warranted. 

More knowledge than is currently available is required for 
judicious handling of many of the problems incident to managing 
wildlife populations. There are natural limitations to the abun- 
dance of all species, limitations that are affected by climate, food, 
and natural enemies. Among the natural enemies, diseases are 
of great importance in affecting wildlife populations. This phase 
of wildlife research needs more attention and coordination than 
it has received heretofore. The identification, epizoology, and 
significance of diseases are subjects of investigation by private, 
state, and federal agencies. Some of these agencies are primarily 
concerned with wildlife diseases as they relate to public health, 
others as they may affect animal industry. State and federal 
conservation agencies are often primarily concerned with disease 
factors limiting wildlife resources. The importance of some of 
the disease agents to the public health, the livestock industry, 
and the populations of wild animals has already been demon- 
strated. The Wildlife Disease Association has been formed to 
achieve closer coordination between investigators of wildlife 
disease problems, such as population dynamics, nutrition and 
nutritional diseases, animal pathology, bacteriology, virology, 
parasitology, immunology, toxicology, and therapeutics. 

The association should eventually consider ways and means of 
effectively advising on the organization of wildlife disease studies 
in areas not adequately serviced for this type of work, and to 
provide information on the kind of assistance now available 
from diagnostic laboratories. It is the intention of the association 
to establish a newsletter or some other form of communication 
for disseminating matters of interest to members of the associ- 
ation and other interested agencies or persons. The scope and 
purpose of the association is as follows: (1) to compile a directory 
of workers and their specialties in this field; (2) to channel 
pertinent information on current studies and developments to 
members of the group; (3) to provide a means for dissemination 
of information to organizations concerned with wildlife manage- 
ment, public health, and animal health; and (4) to provide op- 
portunities for discussion of mutual problems through an annual 
meeting held in conjunction with the North American Wildlife 
Conference. 

It is planned that a full day of informal discussion will be 
arranged in conjunction with the 18th North American Wildlife 
Conference, which is to be held in Washington, D. C., on March 
9, 10, and 11, 1953. The Wildlife Disease Association will prob- 
ably meet on March 8. Anyone interested in becoming affiliated 
with this association should communicate with the chairman, 
Dr. Carlton M. Herman, Patuxent Research Refuge, Laurel, 
Md., or with one of the other members of the committee, which 
includes J. F. Bell, W. B. Bell, E. L. Cheatum, I. McT. Cowan, 
W. L. Jellison, N. D. Levine, and M. N. Rosen. 


CARLTON M. HERMAN 
Patuxent Research Refuge 
Laurel, Md. 


STUDIES WITH THE LINCOLN BACTERIOPHAGE 


To the Editor:—Considerable publicity has appeared in the lay 
press concerning the Lincoln bacteriophage and its use in mul- 
tiple disease entities. Out of scientific curiosity and at the request 
of the Columbus Academy of Medicine we decided to study the 
nature of this agent. One ampul each of “H. S. A. (Lincolnii) 
Alpha” (lot no. 2022145) and of “H. S. A. (Lincolnii) Beta” (lot 
no. 2) were given to us by a Columbus physician who had re- 
ceived these materials for clinical trial. 

Both preparations appeared similar grossly and were clear 
amber solutions. Both preparations were active in vitro against 
18 strains of coagulase-positive hemolytic Staphylococcus 
aureus recently isolated from the nasopharynx of apparently 
normal persons. The alpha phage was more active than the beta. 
There was no measurable activity against coagulase-negative 
staphylococci. Thus it was established that these ampuls 
did contain a bacteriophage active against coagulase-positive 
staphylococci. No effect was observed with 30 strains of hemolytic 
streptococci, 3 typhoid, 2 salmonella, and 5 dysentery strains, 
Similarly, no effect was noted in vitro against Mycobacterium 
tuberculosis. Since tuberculosis has been included in the disease 
processes reportedly responding to the bacteriophage therapy, 
in vivo studies were included here. No effect was observed on 
the course of tuberculous infection in mice receiving either lot 
of bacteriophage intranasally. In order to determine the potential 
sensitizing properties of this material young guinea pigs were 
employed. In none of the animals did any anaphylactic signs 
or symptoms develop. 

In summary, under controlled laboratory conditions, studies 
limited by the amount of available material were conducted. The 
results indicate that the alpha and beta phage (Lincolnii) acted 
specifically in vitro on coagulase-positive hemolytic staphylococci 
but not against the other organisms tested, including the tubercle 
bacillus. They also showed no in vivo activity against experi- 
mental Myco. tuberculosis infection and were not sensitizing 
under our test conditions. The burden of proof that a staphy- 
lococcic bacteriophage would be of value in treating a wide spec- 
trum of infectious as well as malignant diseases rests with the 
claimant. The literature contains many failures even in therapy 
of specific infections with type specific phages. 


SAMUEL SasLaw, M.D., Ph.D. 
Associate Professor of Medicine 
MELVIN S. RHEINS, Ph.D. 
Assistant Professor of Bacteriology 
Davip Youn, B.S. 

Ohio State University 

Columbus, Ohio 


HELP FOR MEDICAL SCHOOL IN SEOUL 


To the Editor:—I am involved in aiding the reopening of the 
Severance Union Medical School in the city of Seoul, which was 
one of the leading medical schools in Korea before the present 
hostilities. The faculty and student body have been reassembled 
in an effort to fill the sadly depleted ranks of the medical pro- 


fession of South Korea. During the present conflict, much of E 


the physical plant was destroyed and with it the entire library. 
The officers in my section are giving much time and effort to he'p 
this very able and ambitious group get going again, but they are 
sadly in need of textbooks. 

We would like to request doctors at home to send any medica! 
books that they can spare to me to be used for this group. The 
school of nursing is also opening and can use any textbooks that 
might be available. It is interesting to note that the Koreans 
have changed the official language of their medical schools to 
English since World War II. 


Cor. L. HoLMes Ginn Jr. (MC) 
Headquarters, Eighth U. S. A. Korea 
Office of the Surgeon 
APO 301 
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COUNCIL ON NATIONAL 
EMERGENCY MEDICAL SERVICE 


Since the enactment of the “doctor draft law” on Sept. 9, 
1950, a variety of questions have arisen concerning the interpre- 
tation and administration of the act. These questions have been 
answered from time to time in THE JOURNAL. In order to restate 
some of these principles and to clarify existing regulations with 
respect to others, the Council reproduces below in its entirety 
“Operations Bulletin No. 76,” which was issued by the National 
Headquarters of the Selective Service System on July 21, 1952. 


C. JosEPH STETLER, Secretary. 


DETERMINATION OF ORDER OF 
PRIORITY OF SPECIAL REGISTRANTS 


1. The purpose of this Operations Bulletin is to furnish in- 
formation with respect to questions which have arisen regarding 
the determination of order of priority of special registrants 
under the provisions of section 4 (i) (2) of the Universal Military 
Training and Service Act, as amended. 


2. (a) Under section 4 (i) (2) of the Act a special registrant 
who participated as a student in the Army specialized training 
program or a similar program administered by the Navy, or was 
deferred from service during World War II, for the purpose of 
pursuing a course of instruction leading to education in a medical, 
dental, or allied specialist category is in the first, second, or 
fourth order of priority depending upon the amount of active 
duty he has had in the armed forces or the Public Health Service 
subsequent to his completion of or release from the program or 
course of instruction exclusive of any time on active duty spent 
in postgraduate training. If the special registrant has had less 
than ninety days of such active duty, he is in the first order of 
priority, if he has had ninety days or more but less than twenty- 
one months of such active duty, he is in the second order of 
priority, or if he has had twenty-one months or more of such 
active duty, he is in the fourth order of priority. 


(b) A special registrant who did not participate as a student 
in the Army specialized training program or any similar program 
administered by the Navy, and was not deferred from service 
during World War II for the purpose of pursuing a course of 
instruction leading to education in a medical, dental, or allied 
specialist category is in the third order of priority if he has had 
no active service in the Army, the Air Force, the Navy, the 
Marine Corps, the Coast Guard, or the Public Health Service 
subsequent to September 16, 1940. If he has had any such active 
service at any time subsequent to September 16, 1940, he is in 
the fourth order of priority. Such active service includes any 
type of active service as a commissioned officer or as an enlisted 
man, and also includes any active service spent in postgraduate 
training while completing an internship, residency, or fellowship 
in a medical, dental, or allied specialist category. 


3. (a) A special registrant who now has a medical, dental, or 
veterinary degree and who during World War II either was 
deferred from service in Class II, or participated as a student in 
the Army specialized training program or the Navy V-12 pro- 
gram, for the purpose of pursuing a course of instruction leading 
to his education in a field other than medicine, dentistry, veteri- 
nary medicine, or a specialist category allied to those fields, is 
not in the first or second order of priority by reason of such 
deferment or participation in a training program. A special 
registrant is not in the first or second order of priority because 
of such deferment or participation in a training program unless 
at the time the deferment was granted or during the time he 
participated in the training program, he was pursuing a course 
of instruction directly leading to his education as physician, 
dentist, or veterinarian, or in a specialist category allied thereto. 
if at that time he was pursuing a course of instruction leading 
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to his education in any other field, for example, engineering, he is 
not in the first or second order of priority, although subsequent 
to his completion of or release from the program or course of 
instruction, he has completed the education necessary for him 
to become a physician, dentist, or veterinarian. 

(b) A special registrant who at the time of his deferment 
during World War II, or while participating in a training pro- 
gram administered by the armed forces, was pursuing a course 
of instruction leading to his education in one medical, dental, 
or allied specialist category and thereafter completed his edu- 
cation in another such category is in the first or second order 
of priority by reason of such deferment or participation in a 
training program, if he subsequently has had less than twenty- 
one months of appropriate active duty. The term “allied spe- 
cialist categories” includes, but is not limited to, veterinarians, 
optometrists, pharmacists, and osteopaths. For example, a 
special registrant who was deferred or participated in a training 
program for the purpose of pursuing a course of instruction 
leading to his education as a pharmacist and subsequently has 
become a physician, dentist, or veterinarian, is in the first or 
second order of priority if he has had less than twenty-one 
months of appropriate active duty. 


4. Under section 4 (i) (2) of the Act a special registrant is in 
either the first or second order of priority, when otherwise 
eligible therefor, depending upon the amount of active duty he 
has had in the Army, the Air Force, the Navy, the Marine 
Corps, the Coast Guard, or the Public Health Service subsequent 
to his completion of or release from the program or course of 
instruction exclusive of any time spent in postgraduate training. 
This active duty is not limited to active duty performed in medi- 
cal, dental, or allied specialist categories. It includes all types 
of active duty as a commissioned officer or as an enlisted man 
except active duty spent in postgraduate training while com- 
pleting an internship, residency, or fellowship in a medical, 
dental, or allied specialist category. If a special registrant has 
had two or more separate periods of such active duty, his total 
amount of active duty is the sum of the lengths of those separate 
periods. 


5. A special registrant is in the first or second order of 
priority based upon his deferment during World War II for the 
purpose of pursuing a course of instruction leading to his edu- 
cation in a medical, dental, or allied specialist category only 
when some portion of his period of deferment was within the 
period commencing on December 8, 1941, and ending on March 
31, 1947. December 8, 1941, was the date of the declaration of 
war with Japan and the beginning of World War II. Since March 
31, 1947, was the date of expiration of those provisions of the 
Selective Training and Service Act of 1940, as amended, which 
authorized induction and deferment, all deferments previously 
granted terminated on that date by operation of law. 

6. In some instances a registrant was deferred in Class II-A(F) 
under the Selective Training and Service Act of 1940, as 
amended, for the reason that he was at the time of classification 
pursuing a course of instruction leading to his education in a 
medical, dental, or allied specialist category. A special registrant 
who was so deferred in Class IIl-A(F) during World War II is 
in either the first or second order of priority depending upon the 
amount of active duty he has had in the armed forces or the 
Public Health Service subsequent to the completion of the 
course of instruction exclusive of any time on active duty spent 
in postgraduate training, unless he has had twenty-one months 
or more of such active duty, in which case he is in the fourth 
order of priority. 

7. For the purpose of section 4 (i) (2) of the Act a “course of 
instruction leading to education in a medical, dental, or allied 
specialist category” means a course of instruction terminating 
upon the receipt by the special registrant of his professional 
degree and does not include any postgraduate training he sub- 
sequently performs while completing an internship, residency, 
or fellowship in a medical, dental, or allied specialist category. 
Therefore, a special registrant who received his professional 
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degree without deferment and thereafter during World War II 
was deferred in Class II for the purpose of completing an intern- 
ship, residency, or fellowship, is not in the first or second order 
of priority by reason of such deferment. 

8. Under section 1650.40 (b) of the Selective Service Regula- 
tions those special registrants who are in the first or third order 
of priority shall be selected for induction in the order of their 
dates of birth with the youngest being selected first. Those who 
are in the second or fourth order of priority shall be selected 
according to their length of active duty in the Army, the Air 
Force, the Navy, the Marine Corps, the Coast Guard, and the 
Public Health Service, counting for those in the second order of 
priority only such active duty they performed subsequent to 
their completion of or release from the program or course of 
instruction in which they participated (exclusive of time on active 
duty spent in postgraduate training while completing an intern- 
ship, residency, or fellowship), and counting for those in the 
fourth order of priority all periods of any type of such active 
duty they performed subsequent to September 16, 1940, with 
those having the least number of full months of such active 
duty being selected first. 


MISCELLANY 


WORLD HEALTH ORGANIZATION OUTLINES 
METHODS OF TRACHOMA CONTROL 


According to conclusions reached by the World Health Or- 
ganization’s Expert Committee on Trachoma, which met in 
Geneva on March 3 under the chairmanship of Dr. G. Bietti 
(Italy), trachoma is curable and, in the light of present knowl- 
edge, should be considered, in general, only mildly contagious, 
except in young children. 

Treatment combining sulfonamides and antibiotics was found 
to be completely effective against most cases of trachoma. The 
experts based their opinion on their own personal experience 
as well as on the results of tests conducted under WHO auspices 
during the past 18 months in the Middle East, where several 
thousand persons have been successfully treated. Aureomycin 
and terramyc:n were found by the experts to be the most effec- 
tive drugs in the treatment of the disease, and the committee 
estab:ished treatment schedules for mass campaigns based on 
the use of these products. 

“Trachoma control measures should be included in all allied 
eye infections and in epidemic conjunctivitis,” it was stated. 
The committee outlined a model control plan for attacking this 
disease group in underdeveloped areas. “The prevention of the 
spread of trachoma in international travel must henceforth be 
based on the fact that it is only mildly contagious,” the experts 
emphasized. “From the point of view of world traffic, a clear 
distinction must be made between travelers in transit and immi- 
grants. Chronic trachoma cases can be accepted in transit 
travelers without quarantine restrictions,” the committee stated. 
Those suffering acute forms should be treated until they become 
noncon‘agious before they are allowed to embark for interna- 
tional travel. 

The medical examination of prospective migrants should be 
carried out twice at two-month intervals. The first examination 
would allow finding and treatment of trachoma cases; when 
cured, the patient would receive at a second examination a 
medical certificate permitting emigration. To facilitate interpre- 
tation of medical certificates, the committee proposed the uni- 
versal adoption of specific trachoma nomenclature that would 
supersede all other classifications. Finally, the experts estab- 
lished a list of about 50 important research problems concern- 
ing trachoma, solution of which might be possible through 
international action. The chief problem, they found, was the 
need for a suitable method of producing trachoma virus in 
significant quantities for experimental purposes. 
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MR. HOXSEY HAS A SETBACK 


On July 31, 1952, the United States Court of Appeals for the 
Fifth Circuit, at New Orleans, handed down a decision in the 
case of the United States of America vs. Hoxsey Cancer Clinic, 
a partnership, and Harry M. Hoxsey, individually, wherein it 
reversed and remanded, with directions, to the trial court to 
issue an injunction against these defendants, enjoining them 
from shipping in interstate commerce an alleged internal cancer 
remedy that was misbranded within the meaning of the Federal 
Food, Drug and Cosmetic Act. This suit had been brought in the 
federal district court at Dallas, Texas, on Nov. 15, 1950. It 
prayed for an injunction to restrain the Hoxsey Cancer Clinic 
and Harry M. Hoxsey from causing to be delivered in interstate 
commerce certain medicines for the alleged purpose of curing 
internal cancer. The trial court had ruled in Hoxsey’s favor, 
and denied the injunction. THE JouRNAL for Jan. 27, 1951, car- 
ried commentary on this phase of the case.! 

This is a serious legal setback for Mr. Hoxsey. In many in- 
stances testimony of lay persons, to the effect that they had 
cancer and had been to Mr. Hoxsey and were cured, has been 
utilized by him with success in certain Texas courts. Most 
courts regard such testimony as incompetent. Lay persons are 
not competent to diagnose their own cases or to say that they 
are “cured.” Usually the presence or absence of cancer is re- 
quired to be proved by the testimony of expert pathologists who 
have examined tissue taken from the patient. 

Not involved in the action was the arsenical powder used by 
Hoxsey in cases of external lesions, which may or may not be 
malignant. The government claimed that these liquid medicines 
were misbranded within the meaning of the Federal Food, Drug 
and Cosmetic Act by reason of promotional literature distributed 
by Mr. Hoxsey and his “clinic.” 

After calling attention to the statute involved, to the defend- 
ant’s promotional literature and products, and to the items relied 
on by the defendant in the trial court, the court of appeals pointed 
out: “. . . It is urged that the competent evidence in the case 
presents undisputed proof of the Government’s specific charges 
of misbranding which entitled the Government to a decree in 
its favor; that the Court’s findings were erroneously induced by 
consideration of, and reliance upon, incompetent testimony from 
laymen thet they had cancer; and that they were cured; and that 
the controlling finding by the trial Court that the Hoxsey drugs 
are not falsely represented as cancer cures and that they do cure 
cancer are clearly erroneous, should be set aside, and the is- 
suance of an injunct‘on directed by this Court. Appellees [Hoxsey 
et al.] relying upon the Court’s finding that the treatment ‘cures 
some, and some it does not cure, and some it relieves somewhat. 
That respondents do not guarantee to cure,’ cite it as confirma- 
tion of the finding that the representations of the booklet are 
neither false nor misleading.” 

The opinion of the court of appeals made reference to the use 
of expert testimony by the government to show that the ingredi- 
ents of the Hoxsey liquid cancer medicine actually could cause 
damage to persons suffering from cancer and that the only accu- 
rate method of determining the presence of cancer in a person was 
by biopsy examinations of the affected tissue made by someone 
who has made a special study of that process. Other experts 
testified that there was no pharmacological evidence that the 
ingredients (potassium iodide and extracts from prickly ash bark, 
buckthorn, red clover blossom, alfalfa, and cascara sagrada, or 
potassium iodide and lactate of pepsin) shipped by Hoxsey in 
interstate commerce were of any value in the treatment of 
cancer. 

Concerning the origin, source of supply, and distribution of 
Hoxsey’s “medicines,” the court stated: “. . . The source of 
supply is the Hoxsey Cancer Clinic in Dallas, Texas. The de- 
fendant, Harry M. Hoxsey, is not a doctor, but a layman. It is 


1. Comment on Court Opinion That Internal Cancer Can Be Cured 
with Medicine, Bureau of Investigation, J. A. M. A. 145: 252 (Jan. 27) 
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his claim that the Hoxsey cancer drugs were originated by his 
grandfather about 1840 in Kentucky; were later used by his son, 
the defendant's father, and after the defendant's father’s death 
in 1919 the present Mr. Hoxsey carried on the treatment and 
preparation of the drugs at the clinic, which was in charge of 
4 doctor. The present director is Dr. J. B. Durkee, a doctor of 
osteopathy. The clinic operates through osteopaths and the drugs 
may be obtained from the clinic in Dallas, or from osteopaths in 
other states who have obtained the medicines by shipment from 
the clinic. The clinic does not maintain hospital facilities and 
patients who go there for treatment take the medicines away 
with them for self-administration. Supplies are replenished by 
shipments of the medicines to them.” 

The government also offered testimony in the form of case 
histories of 16 persons who had taken the Hoxsey medicine for 
internal cancer. The names of nine of these appeared in the 
Hoxsey booklet as testimonial givers. In recounting this part of 
the government evidence, the court stated: “ . . . It followed the 
general pattern of showing physical examination, the making of 
the biopsy and pathological examination of the tissue, and de- 
pendent upon the facts in the particular case, that, where actual 
malignancy was present it was neither retarded nor cured by the 
use of the Hoxsey medicines; or there was in fact no malignancy; 
and that certain of the persons who had cancer were operated on 
for cancer, or died, while taking the Hoxsey treatment; that one 
patient with cancer declined surgery, used the Hoxsey medicine, 
but died of cancer; and one regressed while taking the medicine 
but improved with subsequent x-ray therapy. . . . If such testi- 
mony be accepted as credible, it clearly establishes the Govern- 
ment’s contention that the Hoxsey drugs in question are not 
efficacious in the treatment, mitigation and cure of cancer in 
man, contrary to the general representation of the booklet, and 
that the specific representation as to nine of those persons listed 
by name in the booklet are not true in that such persons were 
not cured of cancer by the use of such drugs.” : 

In commenting on the testimony offered by the defendants, 
the court observed that the defendants used the testimony 
as to “twenty-two cases of claimed cancer cure, as well as the 
testimony of three osteopaths, Dr. Durkee, the director of the 
clinic, Dr. Macauley, a general practitioner of Jefferson City, 
Missouri, and Dr. Downs of Denver, Colorado.” 

Of the 22 patients, 11 had external cancer that had the benefit 
of Mr. Hoxsey’s powder (about 50% arsenic) and salve. Con- 
cerning the others, the court commented: “In three of the re- 
maining eleven cases of alleged cancer cure, the only evidence 
that the patient actually had cancer when he went to the clinic 
was the testimony of the witness. Each of these was a patient at 
the clinic prior to the beginning of Dr. Durkee’s employment 
there in 1946. Over the objection of the Government, they were 
permitted to testify that they had cancer. In the cases of four 
of the eight remaining alleged cancer cures the Government in- 
troduced medical testimony of doctors who had treated and 
operated on the patients to show that the cancerous condition 
had been successfully treated before the patient went to the 
Hoxsey Clinic. In three of these cases the absence of malignancy 
was shown by pathological examination. After apparent cure, 
these patients went to the Hoxsey Clinic and took the liquid 
medicine. In one of the cases within fifteen days after the negative 
result of the biopsy examination had been ascertained, Dr. Dur- 
kee, without a biopsy, stated he found cancer. In the four re- 
maining cases the patients were likewise permitted to testify 
that they had cancer, or had been told that they had cancer, but 
there is no evidence of biopsy, and any proof of the nature of 
the disease these patients suffered is dependent upon the diag- 
nosis and testimony of Dr. Durkee. Under these circumstances, 
the Government contends that in no instance is there reliable 
scientifically acceptable evidence that the patient had a cancer 
when the Hoxsey medication was instituted. Dr. Macauley had 
practiced his profession since 1941 and had spent approximately 
a year at the Hoxsey Clinic. He admitted that he is not a cancer 
expert. He conceded that the only proper method of diagnosing 
a cancer is to make a biopsy and pathological examination of 
the tissue. Dr. Downs testified to the same effect. Dr. Durkee 
testified that he did not ‘need a biopsy to make a diagnosis of 
cancer.’ Substantially his entire experience and practice with 
cancer has been at the Hoxsey Clinic where during the past five 
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or six years he has personally examined or treated five or six 
thousand patients. He personally examines all of the patients, 
seeing thirty-five to fifty a day, and spending between five and 
ten minutes with each on the average, though with some longer 
than others.” 

Concerning the trial court and its findings, the court con- 
tinued: “. . We think this so-denominated conflicting evi- 
dence is wholly insufficient to cast such doubt upon the testimony 
adduced in behalf of the Government as to authorize the trial 
Court to find that the Government had failed to carry the burden 
of establishing the truth of the allegations of its complaint. To 
the contrary, we think that the evidence in this case, considered 
as a whole, should, and must, induce a conviction that the finding 
of the trial Court that the representations were neither false nor 
misleading is so ‘against the great preponderance of the credible 
testimony that it does not reflect or represent the truth and right 
of the case’ [case cited]. On the entire evidence we are ‘left with 
the definite and firm conviction that a mistake has been com- 
mitted’ [case cited]. We recognize, as we must, that the cause, 
effect and cure of cancer are so obscure and indefinite that there 
obtains in the entire subject an area of the unknown. It is never- 
theless the duty of a Court in making determination of questions 
of such great public moment as those which now confront us to 
give weighty consideration to the experience of the past and the 
accepted views and findings of science as held and confirmed by 
such experience and as likewise shown by the weight of the testi- 
mony to be applicable to the specific facts of this case. In this, 
as in other similar matters, that not all, or even little, is known 
about the subject does not require us to disregard that which is 
known and established. We do not have for consideration the 
merits even of any claimed newly discovered, or secret, drug or 
cure. The case involves the efficacy of only well known drugs. 
As a cure for cancer these have been weighed and found want- 
ing.” 

Under the circumstances, unless Mr. Hoxsey makes an effort 
to obtain a review of this decision, he is enjoined from shipping 
his nostrums in interstate commerce. Unfortunately, the injunc- 
tion will not protect those who go to Mr. Hoxsey, whether they 
are suffering from cancer or only think they have cancer. State 
authorities in Texas should study this decision. They should con- 
sider seriously taking appropriate action to protect the citizens 
of that state and others who may go to Mr. Hoxsey’s “clinic” 
in a vain search for a cure for cancer, 
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Healthy Lungs: 16 mm., sound, showing time 10 minutes. Produced in 
1951 by and procurable on purchase (black and white $50.00, color 
$100.00) from Coronet Instructional Films, Coronet Building, Chicago 1. 


This film imparts a general concept of the location, size, 
shape, and function of the lungs; and the information presented 
is related to the important health practices necessary to main- 
taining healthy lungs. The content of the film is presented with- 
in the context of a story of a high school boy who has had a 
chest x-ray examination as part of a physical check-up for the 
swimming team. The roentgenogram interests him, and with the 
help of the physician he gets information about lungs and how 
to keep them healthy. 

In general, this is an elementary presentation of some difficult 
problems of anatomy and physiology. The physiology behind 
inhalation and exhalation is treated too lightly to be effective. 
The model of the lungs used complicates rather than clarifies 
the description of the relation of the lungs to the other organs 
of the chest. The photography and narration are satisfactory. 
This film would be suitable for use at junior and senior high 
school levels. It is improbable that the principal character would 
appeal to children below the sixth grade, though the subject 
matter would be appropriate for that level if properly handled. 
Because of the many important factors in physiology that have 
been touched casually or not at all; supplementary remarks by 
a well-informed teacher would be necessary. 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Arch. Ind. Hyg. & Occupat. Med., Chicago 


5:415-516 (May) 1952 


Evaluating Effects of Industrial Noise on Man. H. O. Parrack.—p. 415. 

Audiometric Data Following Exposure to Low-Frequency-Centered Noise. 
E. J. Schowalter.—p. 430. 

Objective Method of Classifying Industrial Noise Environments. R. M. 
McGrath.—p. 436. 

Progress Report of Committee: Revision of Procedure for Evaluating 
Percentage Loss of Hearing. H. A. Carter.—p. 445. 

Spot Test for Estimating Concentrations of Boron Hydride Vapors in 
Air. T. L. Etherington and L. V. McCarty.—p. 447. 

Pulmonary Talcosis with Involvement of Stomach and Heart: Report of 
Case. W. E. Jaques and K. Benirschke.—p. 451. 

Jet Impactors for Determining Particle-Size Distributions of Aerosols. 
W. E. Ranz and J. B. Wong.—p. 464. 

Problem of Asthma in Industry. W. C. Spain and V. J. Fontana.—p. 478. 

Comparison of Working and Nonworking Cardiac Patients. L. J. Gold- 
water, L. H. Bronstein and B. Kresky.—p. 485. 


American Review of Tuberculosis, New York 


65:505-654 (May) 1952 


Use of Basal Respiratory Minute Volume as Index of Impaired Pul- 
monary Function. R. S. Alexander.—p. 505. 

Effect of Pyrazinamide (Aldinamide) on Experimental Tuberculosis in 
Mice. L. Malone, A. Schurr, H. Lindh and others.—p. 511. 

Pyrazinamide (Aldinamide) in Experimental Tuberculosis of Guinea Pig. 
F. I. Dessau, R. L. Yeager, F. J. Burger and J. H. Williams.—p. 519. 

*Pyrazinamide (Aldinamide) in Treatment of Pulmonary Tuberculosis. 
R. L. Yeager, W. G. C. Munroe and F. I. Dessau.—p. 523. 
*Streptomycin in Minimal Tuberculosis. E. Florey.—p. 547. 

Detection of Small Numbers of Tubercle Baciili from Dispersed Cultures, 
Using Mice, Guinea Pigs, and Artificial Media. D. F. Gray and M. W. 
Mattinson.—p. 572. 

Effect of Pneumoperitoneum Therapy in Pulmonary Tuberculosis on Liver 
Function. H. L. Katz, S. Sbar and M. G. Goldner.—p. 589. 

Influence of Cortisone and Streptomycin on Experimental Tuberculosis in 
Albino Rat. M. M. Cummings, P. C. Hudgins, M. C. Whorton and 
W. H. Sheldon.—p. 596. 

Comparison of Experimental Tuberculosis in Cortisone-Treated and 
Alloxan-Diabetic Albino Rats. P. Roche Jr., M. M. Cummings and 
P. C. Hudgins.—p. 603. 

Dihydrostreptomycin Sulfate in Pulmonary Tuberculosis: Report on 
Neurotoxicity. S. T. Allison.—p. 612. 

Evaluation of Four Methods of Collecting and Mailing Gastric Washings 
for Tubercle Bacilli. H. M. Vandiviere, C. E. Smith and E. J. Sunkes. 
—p. 617. 

Tularemic Lung Abscess: Case Report. E. S. Ray and S. Warren. 
—p. 627. 


Pyrazinamide (“Aldinamide”) in Treatment of Pulmonary Tuber- 
culosis.—In a program for the development of synthetic com- 
pounds with possible antituberculous activity, pyrazinamide 
(“aldinamide”) was synthesized. It is a pyrazine compound and 
is related to nicotinic acid (niacin). Following in vitro studies, 
it was shown that tuberculous mice treated with pyrazinamide 
survived longer with less pulmonary involvement than untreated 
controls. Studies in experimental tuberculosis in guinea pigs 
showed that, when pyrazinamide was given in the diet, it was 
slightly less effective than 4,4’-diaminodiphenylsulfone, but was 
more effective than p-aminosalicylic acid and nicotinamide. 
Pyrazinamide given subcutaneously was less effective than strep- 
tomycin. There were no toxic effects in guinea pigs. An in- 
vestigation was started at the Summit Park Sanatorium to ob- 
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serve the effect of pyrazinamide in treatment of pulmonary 
tuberculosis in man. The drug was used in treatment of 43 
patients with active pulmonary tuberculosis. Administration of 


the drug was promptly followed by rapid reduction of tempera- ‘ 


ture in patients with more than one degree of fever. The severity 
of cough and the total amount of sputum were considerably 
diminished. Pyrazinamide appeared to be equally effective 
whether the tubercle bacilli were resistant or susceptible to 
streptomycin. The toxic reactions noted were mild. The useful- 
ness of pyrazinamide is limited by the rapid emergence of drug- 
resistant bacilli, particularly in patients with far-advanced 
tuberculosis with large cavities. 


Streptomycin in Minimal Tuberculosis.—A series of 19 patients 
with minimal pulmonary tuberculosis treated with initial bed 
rest and streptomycin aione were studied over a two year period 
concurrently with a series of 18 patients treated with bed rest, 
17 of whom also had collapse therapy. There was no evidence 
that one treatment produced more rapid or certain control over 
the infection than the other, but there was reason to infer that 
chemotherapy could be used for minor lesions with a reasonable 
chance of success. The main differences in favor of streptomycin 
were that there was no spread of infection to the opposite side, 
while spread of disease occurred in three patients who did not 
receive streptomycin; no persistent fluid in the pleural cavity, 
whereas fluid was present in four “control cases”; earlier im- 
provement in health, that is, gain in weight and in the concen- 
tration of henfoglobin; and less time spent at clinics. Dis- 
advantages of streptomycin treatment were the early appearance 
of a highly drug-resistant strain of tubercle bacilli in one case 
and strains with reduced drug sensitivity in two others. All other 
strains of Mycobacterium tuberculosis that persisted remained 
sensitive to 1 ug of streptomycin per milliliter throughout the 
period of therapy, which was six months in some patients. At the 
end of two years, in 7 of the 13 streptomycin-treated patients 
whose prescribed treatment had been followed throughout, the 
lesions had become quiescent. In 1 of 15 patients who received 
no streptomycin the lesion was known to be quiescent. Five 
patients in each series had active lesions. The remainder of the 
controls were still undergoing collapse therapy and the remain- 
der of the streptomycin-treated patients were being observed. 


American Surgeon, Atlanta, Ga. 
18:439-536 (May) 1952 


Hidden Parathyroid Adenoma: Report of Case. L. C. Buchanan.—p. 439. 

Choledochoduodenal Fistula. R. C. Tate and H. Shaw.—p. 443. 

*Potassium Deficits in Surgical Patients. E. H. Ellison, T. Boles and 
R. M. Zollinger.—p. 449. 

Sacciform Aneurysm of Renal Artery. J. A. Burket.—p. 457. 

Vagotomy for Peptic Ulcer: Comparison of Results with Those of Gastric 
Resection. M. A. Rabe and W. Aldis.—p. 474. 

Pheochromocytoma Complicated by Multiple Duodenal Ulcers: Case 
Report. G. R. Baker and E. R. Cleveland.—p. 487. 

Pancreatitis: Current Concepts. J. G. Probstein and M. D. Pareira. 
—p. 497. 

Conservative Treatment of Backache. E. D. McBride.—p. 504. 

Problems of Protein Alimentation. E. R. Crews.—p. 513. 

Spontaneous Hemopneumothorax Requiring Thoracotomy: Report of Case. 
J. B. Holloway, R. C. Speir and R. N. Sadler.—p. 518. 

Potassium Problem in Surgery. M. R. Gaspar.—p. 524. 


Potassium Deficits in Surgical Patients——A flame photometer 
enabled Ellison and associates to obtain accurate information 
on plasma electrolytes in a large number of patients. This re- 
sulted in an increased awareness of potassium deficiency and its 
serious consequences if untreated. A total of 4,740 determina- 
tions of plasma potassium levels were made on 1,358 patients; 
and one or more abnormally low values were found in 265 cases. 
The normal range of plasma potassium levels is from 3.5 to 5 
mEq. per liter. The values ranged between 3.0 and 3.5 mEq. per 
liter in 180 of the 265 patients with low potassium levels. !1 
85 the values were below 3 mEq. per liter. Seventy-two of these 
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85 patients with markedly low values were surgical patients, and 
the rest of the analysis deals only with these. The principal 
causes of the deficiency state were loss of gastrointestinal fluids 
by vomiting or suction and lack of oral intake. Excluding post- 
operative factors, the most prominent etiological basis was in- 
testinal obstruction. While the clinical manifestations of marked 
hypopotassemia may be striking, they are not specific; and a 
knowledge of the circumstances under which potassium de- 
ficiencies occur remains the most useful clinical guide to their 
detection. Weakness, lassitude, and lethargy are the most fre- 
quent signs, and were noted in 53 of the 72 patients. Abdominal 
distention was the second most useful sign, being present in 36 
cases. Am adequate daily maintenance dose in most instances 
is 30 mEq. per liter of potassium (2.23 gm. of potassium 
chloride). For dehydrated patients this amount may be added to 
the third liter of fluid. At least this amount, and frequently 
more, should be given daily starting 24 or 48 hours after surgery 
in patients who must be given parenteral fluids for more than 
three days or in whom gastrointestinal suction is used. 


Blood, New York 
7:483-576 (May) 1952 


*Triethylene Melamine in Treatment of Neoplastic Disease. R. W. Rundle 
and W. B. Barton.—p. 483. 

Surface of Mammalian Erythrocyte: Electron Microscope Study of Effect 
of Lipid Solvents, Fixatives, Hypotonicity, and Hemolysin (Ambo- 
ceptor) and Complement. H. Latta.—p. 508. 

Observations on Effects of Vitamin Biz, Liver Extracts, Folic Acid and 
Thymine on Maturation of Megaloblasts in Culture. R. B. Thompson. 
—p. 522. 

Dual Sensitization to the rh” (E) and hr’ (c) Factors Detected Ante- 
natally: Case Report. C. J. Dunne Jr. and F. P. Innella.—p. 526. 

Influence of Respiratory Movements upon Circulating Leukocytes. H. R. 
Bierman, K. H. Kelly, F. L. Corden and others.—p. 533. 

Report of 193 Marrow Biopsy Specimens Cultured for Histoplasma 
Capsulatum. S. O. Schwartz and S. Barsky.—p. 545. 

Principles of Eosinophil Diluents. R. S. Speirs.—p. 550. 

Synonyms for Components Infiuencing Blood Coagulation. C.-B. Laurell. 
—p. 555. 


Triethylene Melamine in Treatment of Neoplastic Disease.—The 
effects of triethylene melamine resemble those of nitrogen 
mustard on experimental tumors and leukemia in mice. Tri- 
ethylene melamine is inexpensive, is effective when given by 
mouth, and does not produce the severe nausea and vomiting 
or venous thromboses that sometimes complicate nitrogen mus- 
tard therapy. Moreover it reduced the need for repeated hospital 
admissions and rendered more feasible an optimally spaced and 
sustained therapy. The studies reported here are concerned with 
its safety, and its prolonged use, in comparison with and in 
conjunction with other agents. The report concerns 134 patients 
who were treated with orally administered triethylene melamine 
during a period of 18 months. The authors conclude that tri- 
ethylene melamine is an important chemotherapeutic agent in 
the treatment of malignant disease, particularly Hodgkin’s dis- 
ease, malignant lymphoma, chronic lymphocytic leukemia, 
lymphoepithelioma of the nasopharynx, and papillary cystadeno- 
carcinoma of the ovary. It may be used advantageously in con- 
junction with local roentgen therapy, and in situations in which 
whole body irradiation or P*2 has been used. Triethylene 
melamine may be the agent of choice in treating chronic lympho- 
cytic leukemia, especially in patients with leukemic infiltration 
or replacement of the bone marrow. The effective oral dose 
varies from patient to patient, but with adequate precautions, 
it can be used without undue risk. It appears to be suitable for 
sustained therapy without cumulative damage to normal tissues. 


Connecticut State Medical Journal, Hartford 


16:309-394 (May) 1952 


Gaylor Farm Association. D. R. Lyman.—p. 311. 

Role of Volutary Tuberculosis Association. M. Baird.—p. 316. 

Some Observations on Surgical Treatment of Pulmonary Tuberculosis in 
Connecticut. W. O. Kelley.—p. 318. 

a Control in Connecticut. P. S. Phelps and R. C. Edson. 
—p. 320. 

Tuberculosis—1952. K. Emerson.—p. 323. 

Some Factors Influencing Reinfection in or Reactivation of Quiescent 
, Pulmonary Tuberculosis. G. Blumer.—p. 326. 

Personality of Gaylord Farm Sanatorium. S. C. Harvey.—p. 327. 
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Endocrinology, Springfield, Ill. 
$0:277-376 (March) 1952. Partial Index 


Electrolyte-Excreting Activity of Adrenocortical Substances. F. Marcus, 
L. P. Romanoff and G. Pincus.—p. 286. 

Identification of Pituitary Interstitial Cell Stimulating Hormone in Human 
Urine. J. W. McArthur.—p. 304. 

Adrenal Lipid and Alkaline Phosphatase in Hamsters Infected with 
Leishmania Donovani. J. H. Leathem and L. A. Stauber.—p. 311. 
Basal Oxygen Consumption of Hereditarily Obese and Diabetic Mice. 
J. Mayer, R. E. Russell, M. W. Bates and M. M. Dickie.—p. 318. 
Effect of Cortisone and Corticotropin on Biologic Decay of Thyroidal 

Radioiodine. A. Albert, A. Tenney and E. Ford.—p. 324. 

Effect of Hypophysectomy on Renal Clearance of I. A. Albert, 
A. Tenney and N. Lorenz.—p. 327. 

Maintenance of Adrenalectomized Dog for Prolonged Periods Without 
Recourse to Hormonal Therapy. A. Grollman.—p. 331. 

Histochemical Demonstration of Ketosteroids in Adrenal Cortical Tumors 
With or Without Associated Cushing’s Syndrome. A. M. Seligman and 
R. Ashbel.—p. 338. 

Antidiuretic Hormone in Serum or Plasma of Rats. R. G. Ames and 
H. B. van Dyke.—p. 350. 

Effect of Androgens on Succinoxidase System of Rat Liver. S. M. 
Kalman.—p. 361. 

Corticosteroids of Peripheral Blood. K. Savard, W. J. Kolff and A. C. 
Corcoran.—p. 366. 


Journal of Experimental Medicine, New York 
95:429-522 (May) 1952 


Use of Adjuvants in Studies on Influenza Immunization: I. Measure- 
ments in Monkeys of Dimensions of Antigenicity of Virus-Mineral Oil 
Emulsions. J. E. Salk and A. M. Laurent.—p. 429. 

Lysis in Rabbits of Intravascular Blood Clots by Streptococcal Fibrino- 
lytic System (Streptokinase). A. J. Johnson and W. S. Tillett.—p. 449. 

Electrophoretic Study of Urinary Protein in Rat. A. L. Sellers, S. 
Roberts, I. Rask and others.—p. 465. 

Elicitation of Deiayed Allergic Skin Reactions with Haptens: Dependence 
of Elicitation on Hapten Combination with Protein. H. N. Eisen, 
L. Orris and S. Belman.—p. 473. 

Radioautographic Studies of Sulfate-Sulfur (S*) Metabolism in Articular 
Cartilage and Bone of Suckling Rats. D. D. Dziewiatkowski.—p. 489. 

Effect of Dyes on Calcification of Hypertrophic Rachitic Cartilage in 
Vitro. Z. B. Miller, J. Waldman and F. C. McLean.—p. 497. 

Pattern of Tissue Reactions to Autologous and Homologous Musculo- 
fascial Transplants. R. H. Andresen, C. W. Monroe and G. M. Hass. 
—p. 509. 


Journal of Pediatrics, St. Louis 


40:539-686 (May) 1952 


Congenital Biliary Atresia: Report of Three Cases; Two Occurring in One 
Family. W. W. Whitten and G. C. Adie.—p. 539. 

*Acute Glomerulonephritis in Childhood: Study of Late Prognosis of 27 
Cases. H. J. Hebert.—p. 549. 

Facial Asymmetry in Newborn Infant; Its Relation to Congenital Cranial 
Osteoporosis (Craniotabes) and Infant’s Birth Order. E. Boder.—p. 558. 

Treatment of Growth Failure in Aleut School Children. E. Wilde.—p. 565. 

Use of Banthine Bromide in Infantile Colic and Vomiting: Preliminary 
Report of 50 Cases. H. Levy and B. M. Zweifler.—p. 570. 

Treatment of Constipation in Infancy and Childhood. A. J. Vignec and 
Vv. C. Mitty.—p. 576. 

Functional Intestinal Obstruction in Premature Newborn Infant. F. J. 
Rack and W. L. Crouch.—p. 579. 

Reduction of Mortality in Premature Nursery: I. Declining Role of Infec- 
tion as Major Cause of Mortality in Modern Premature Nursery. H. 
Bloch, H. E. Scalettar, B. Redner and D. Hirschl.—p. 548. 

Gangrene of Extremities in Newborn Infant: Report of Two Cases. W. E. 
Askue and R. Wong.—p. 588. 

Bacteriostatic, Germicidal, and Sanitizing Action of Quaternary Ammonium 
Compounds on Textiles: III. Disinfection of Cotton Fabric. M. A. 
Latlief, M. T. Goldsmith, J. L. Friedl and L. S. Stuart.—p. 599. 


SYMPOSIUM ON CEREBRAL PALSY: PART III 


Detection of Cerebral Injury. J. G. Hughes.—p. 606. 

Observations on Some Causes of Cerebral Palsy Based on Post-Mortem 
Findings in Newborn Infants. J. B. Arey.—p. 621. 

Malformations of Brain—A Neglected Source of Basic Knowledge on 
Development of Cerebral Structure and Functions. P. I. Yakovlev. 
—p. 626. 

Unmet Needs in Cerebral Palsy—Important Directions of Research. 
K. R. Unna.—p. 628. 

Unmet Needs in Cerebral Palsy: Follow-Up Study of Children with 
Cerebral Palsy. R. K. Byers.—p. 631. 


Prognosis of Glomerulonephritis.—The records of approximate- 
ly 200 children in whom acute glomerulonephritis was diagnosed 
between 1917 and 1932 were reviewed. Diagnostic criteria were 
hematuria, temperature elevation, albuminuria, and cylindruria. 
Letters were sent to the last known address of 130 patients, and 
an effort was made to locate the parents of the patients. None 
of the records were less than 20 years old, and only 27 patients 
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could be traced. Twenty-six of the patients (one had died) were 
questioned regarding the original illness, serious interval ill- 
nesses, recurrences of “kidney trouble,” high blood pressure, 
surgical operations, military service and life insurance examina- 
tions, number of pregnancies, and reports of physical examina- 
tions and urine analyses performed by their family physicians. 
The ages of the patients ranged from 26 to 41 years. None had 
any urinary abnormalities at the time of the study. The blood 
pressure was reported as normal by 22 patients and slightly 
high by one. The results of urinalyses following the original 
illness were said to be normal by 22 patients, and 1 patient had 
had a recent attack of urethritis. The blood pressure was normal 
in the 17 patients in whom it was determined in this study. The 
Heller test for albumin was negative in the 19 specimens tested. 
Qualitative and quantitative examinations of the urinary sedi- 
ment (Addis) were done in 16 patients, revealing no significant 
abnormality. The author feels that the results of this study and 
the observations at his clinic indicate that acute nephritis in 
children is a benign disease that rarely is the initiating factor 
of chronic nephritis, either in childhood or adulthood. 


J. Pharmacology & Exper. Therap., Baltimore 
104:377-486 (April) 1952. Partial Index 


Role of Gastrointestinal Innervation in Digitalis Emesis. H. L. Borison. 
—p. 396. 

Experimental Diabetes Produced by 8-Hydroxyquinoline. M. A. Root 
and K. K. Chen.—p. 404. 

Pharmacology of Ipecac. J. L. Radomski, E. C. Hagan, H. N. Fuyat 
and A. A. Nelson.—p. 421. 

Strophanthin-G on Coronary Sinus Outflow. T. R. Sherrod.—p. 445. 

Observations on Metabolic Disposition of Chloramphenicol (Chloromy- 

, cetin) in Rat. A. J. Glazko, W. A. Dill and L. M. Wolf.—p. 452. 

Metabolism of Uranium* in Mice. W. E. Kisieleski, W. G. Faraghan, 
W. P. Norris and J. S. Arnold.—p. 459. 


Journal of the Student A. M. A., Chicago 


1:1-72 (Feb.) 1952 


The Stomach and the Medical Student. P. Thorek.—p. 17. 
Survey of Atherosclerosis. R. S. Goldsmith.—p. 21. 

Fractures of Nose. T. E. Douglas Jr.—p. 24. 

Therapeutic Efforts in Leukemia. G. E. Aponte.—p. 27. 

The Medical Student and Selective Service. R. H. Eanes.—p. 36. 


1:1-72 (March) 1952 


Bile Pigments in Diagnosis. M. Franklin.—p. 21. 

Childhood Obesity. H. K. Huxster.—p. 27. 

Observing and Describing Skin Diseases. R. Kimbrough.—p. 30. 
Casualty Services in Korea and Japan. H. E. Hilleboe.—p. 34. 
What Internship Do I Want? W. K. Livingston.—p. 46. 


1:1-72 (April) 1952 


Physiology of the Male Reproductive Tract. W. C. Baum.—p. 23. 
Solitary Unicameral Bone Cysts. R. J. Maganini—p. 28. 

Rural Practice Can Be Fun. J. R. Rodger.—p. 43. 

Preparing Articles. W. H. Kemp.—p. 48. 


1:1-72 (May) 1952 


Sudden Cardiac Arrest. P. V. Sencindiver.—p. 21. 
Sleep, Gentle (?) Sleep. W. A. Conroy.—p. 25. 
Gynecomastia. A. L. Matles.—p. 28. 


Medicine, Baltimore 
31:133-220 (May) 1952 
Idiopathic Hypoparathyroidism: Analysis of 52 Cases, Including Report 
of a New Case. H. Steinberg and B. R. Waldron.—p. 133. 
*Staphylococcic Endocarditis: Analysis of 25 Cases Treated with Anti- 
biotics, Together with Review of Recent Literature. H. F. Dowling, M. 


Lepper, E. R. Caldwell and H. W. Spies.—p. 155. 
Cold Injuries in Korea During Winter of 1950-1951. K. D. Orr and D. C. 


Fainer.—p. 177. 


Staphylococcic Endocarditis.—The authors review the literature 
and report on 25 patients with staphylococcic endocarditis. As 
a rule Staphylococcus is responsible for the acute form of endo- 
carditis and Streptococcus for the subacute form. In recent re- 
ports the ratio of streptococcic to staphylococcic endocarditis 
was 2.6:1. About 300 new cases of staphylococcic endocarditis 
occur in this country each year. This disease occurs at all ages, 
but is commonest in persons between 30 and 40, affecting slightly 
more men than women. Strains of staphylococci that are patho- 
genic for humans may produce a golden pigment, may be 
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hemolytic, or may coagulate normal serum in vitro. Informa- 
tion on 76 patients revealed that Staph. aureus was the cause 
in 64 patients and Staph. albus in 13, 19 strains were coagulase- 
positive and 7 coagulase-negative, and of 30 strains tested 29 
were hemolytic. Occasionally other bacteria may be associated 
with staphylococci in causing endocarditis. Factors predisposing 
to endocarditis are infection of the skin or subcutaneous tissues, 
infection of teeth, osteomyelitis, lung abscess, appendicitis, 
puerperal sepsis, infection of the urinary tract, and administra- 
tion of drugs to addicts without sterilization precautions. Pre- 
existing heart lesions were found in 32 of 77 patients, 6 of whom 
had congenital heart disease, 1 syphilitic aortic insufficiency, 
and 25 rheumatic heart disease. Symptoms were chills, cough, 
chest pain, vomiting, abdominal pain, anorexia, diarrhea, and 
loss of weigth. Physical signs were skin manifestations, inflam- 
mation of one or more joints, enlarged spleen, meningism, 
multiple subcutaneous abscesses, cerebral embolism, peripheral 
thrombophlebitis, and congestive heart failure. When petechiae, 
clubbed fingers, and palpable spleen are present diagnosis of 
streptococcic endocarditis is more probable. In a group of 100 
patients the mitral valve was involved oftenest (60 times), the 
aortic and tricuspid valves 35 and 22 times, respectively, and the 
pulmonary valve 4 times only. Leukocytosis (above 12,000 per 
cubic millimeter) occurred at some time in three-fourths of the 
patients; mild anemia was present in all; protein was found in 
the urine of all; and microscopic hematuria was present in three- 
fourths. Administration of penicillin resulted in recovery in 
47% of patients, 13 of whom were from the authors’ group. 
The patient’s age and the duration of symptoms before therapy 
were important factors in prognosis, but no relation was found 
between the kind of infecting Staphylococcus and the outcome 
of therapy. Because of the fulminating nature of staphylococcic 
endocarditis, diagnosis and therapy should be carried out as soon 
as possible. The authors outline a plan for diagnosis and treat- 
ment. 


Mental Hygiene, Albany, N. Y. 
36:177-352 (April) 1952. Partial Index 


Men, Machines, and Mental Health. W. C. Menninger.—p. 184. 

Toward Mental Health: Areas That Promise Progress. P. V. Lemkau. 
—p. 197. 

Concept of Aggression in Modern Psychiatry. C. J. Sager.—p. 210. 

The Self-Image: Theory of Dynamics of Behavior. C. M. Anderson. 


—p,. 227 


Military Surgeon, Washington, D. C. 
110:323-396 (May) 1952 


Medical Air Evacuation in Korea and Its Influence on the Future. A. D. 
Smith.—p. 323. 

Management of Korean Frostbite Cases. W. M. Douglas.—p. 333. 

Otoplasty: Reconstruction After Traumatic Loss. W. P. Kleitsch.—p. 337. 

Technique of Intramedullary Fixation of Fractures. F. Jansey.—p. 339. 

Amebiasis with Hepatic Abscess and Pleuropulmonary Involvement 
Treated with Quinacrine (Atabrine) and Carbarsone. R. A. Radke. 
—p. 343. 

Traumatic Rupture of Myocardium: Report of Three Cases. A. P. Crane. 
—p. 346. 

Medical Service Corps Duties in Korea. R. I. Jetland.—p. 350. 

Maintenance of Production of Health and Medical Supplies During 
Emergency. T. A. Foster.—p. 354. 


Missouri State Medical Assn. Journal, St. Louis 
49:373-452 (May) 1952 


CIVIL DEFENSE PROGRAM 


Educational Program for Special Medical Defense. C. P. Hungate. 
—p. 390. 

Emergency Treatment of Casualties with Major Open Wounds, Blast 
and Crush Injuries. O. P. Hampton.—p. 391. 

Fluid Therapy in Burns. F. X. Paletta.—p. 409. 

Analgesia, Airway Management and Anesthesia for Mass Casualties. 
D. W. Eastwood.—p. 417. 

Early Triage of Casualties. R. R. Coffey and J. A. Growdon.—p. 418. 

Surgical Treatment of Burns. D. W. Robinson.—p. 420. 

Treatment of Fractures in Atomic Bomb Casualties. R. M. O’Brien. 
—p. 422. 

Current Concepts of Therapy of Radiation Syndrome. J. W. Howland. 
—p. 425. 

Recent Knowledge on Treatment of Chemical Warfare Casualties. W. L. 
Wilson.—p. 429. 
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Nebraska State Medical Journal, Lincoln 
37:137-172 (May) 1952 


Clinical Evaluation of Wilkerson-Heftmann Blood Sugar Test, with 
Reference to Its Use by the General Practitioner: Preliminary Report. 
M. Margolin and H. E. Gentry Jr.—p. 139. 

Use of — and Stimulative Drugs in Emotional Iilness. F. R. Barta. 
—p. 144. 

th Vaccinatum. C. M. Root.—p. 148. 

Treatment of Frostbite. L. Stover.—p. 150. 

See Technique of Formula Preparation. G. E. Stafford. 
—p. 

Eczema Vaccinatum.—A 27-year-old man had noted a lesion 
on his right temple and later swelling of the right preauricular 
region. Because he had a chronic dermatitis involving the face, 
the trunk and to a lesser extent the arms and legs, it was as- 
sumed that he had scratched himself and had developed a cellu- 
litis. He was given 800,000 units of procaine penicillin in one 
day, but on the same evening his temperature was elevated and 
he was delirious. Numerous new lesions appeared. Culture 
yielded a hemolytic Staphylococcus, and sensitivity tests revealed 
it to be most sensitive to aureomycin. On the following day, 
however, it was noted that the lesions were umbilicated and 
hemorrhagic and at this time their true nature was suspected. 
Inquiry revealed that the patient’s two children had been vac- 
cinated and had had a primary reaction, and that he had played 
with them during this time. His lesions followed the typical 
course of a vaccinoid reaction, and chick embryo innoculation 
studies showed the virus to be that of vaccinia. The authors 
attribute the fact that scarring was slight to control of the sec- 
ondary infection by means of antibiotics. They feel that patients 
with eczema or chronic dermatoses should not be vaccinated. 
Caution is also to be exercised in vaccinating persons with nor- 
mal skin when persons with eczema reside in their homes. Gen- 
eralized vaccinia may develop in either instance, and some 
victims die. Persons with chronic dermatitis should also avoid 
contact with persons who have been vaccinated recently. 


New England Journal of Medicine, Boston 
246:721-760 (May 8) 1952 

Multiple Sclerosis in Rural Norway: Its Geographic and Occupational 
Incidence in Relation to Nutrition. R. L. Swank, O. Lerstad, A. Strgm 
and J. Backer.—p. 721. 

*Different:at.on of Parenchymal Liver Disease and Mechanical Biliary 
Obstruction. S. M. Mellinkoff, P. A. Tumulty and A. M. Harvey. 
—p. 729. 

Failure of Ligation of Left Auricular Appendage in Prevention of Re- 
current Embol'sm. F. C. Leonard and M. A. Cogan.—p. 733. 

Tripelenamine Dysuria in Chronic Nephritic Uremia. R. M. Sussman and 
N. Wald.—p. 735. 

The Case for Water Fluoridation. J. W. Knutson.—p. 737. 

Volvulus and Pregnancy: Case Report w.th Rex dations for Surgi- 
cal Management. R. D. O’Malley.—p. 744. 

Differentiation of Parenchymal Liver Disease and Mechanical 

Bilizry Obstruction.—It is frequently difficult to differentiate on 

clinical grounds jaundice due to parenchymal liver disease and 

jaundice secondary to extrahepatic biliary obstruction. This dis- 
tinction is essential for proper treatment. The authors found 
that determination of the cephalin flocculation, thymol turbidity, 
and serum alkaline phosphatase are most helpful. To clarify the 
interpretation of these tests, they reviewed their employment in 

127 jaundiced patients treated at the Johns Hopkins Hospital. 

In each case the cause of jaundice was established by operation, 

autopsy, or prolonged observation. Discussing the results, the 

authors say that the serum alkaline phosphatase will frequently 
point to the correct cause of jaundice if the following qualifica- 
tions are kept in mind: A high phosphatase unrelated to liver 
disease may be present when there is coincident disease of the 
bones. In some patients with parenchymal liver disease, notably 
cirrhosis or some forms of hepatitis, the alkaline phosphatase 
level may be very high. In the presence of obstruction of the 
common bile duct the phosphatase may be relatively low (below 
15 units) under the following circumstances: when the obstruc- 
tion is partial or temporary, as judged by failure of serial bili- 
rubin determinations to show progressive elevation; when 
coexistent parenchymal liver disease is severe; very early in the 
course of an obstructive process; and in rare cases for unknown 
reasons. Thus, when there is progressive hyperbilirubinemia due 
to ductal obstruction and no serious hepatic damage, serial de- 
terminations of alkaline phosphatase will almost invariably re- 
veal levels above 15 units. The correct interpretation of the 
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alkaline phosphatase level is probably the most important labora- 
tory aid in distinguishing parenchymal liver disease and extra- 
hepatic obstruction. Often the cephalin flocculation and thymol 
turbidity tests will give added useful information. Confusion 
may be encountered when there are concomitant parenchymal 
and obstructive processes, and in some cases the laboratory 
data and clinical features point in opposite directions. It is un- 
wise to base therapeutic management on the laboratory tests 
alone. Observation of the clinical course and results of repeated 
tests will usually clarify the diagnosis. If not, it becomes nec- 
essary to weigh the comparative hazards of continued obser- 
vation, liver biopsy, and exploratory laparotomy. 


New York State Journal of Medicine, New York 


52:1089-1216 (May 1) 1952 


Differential Diagnosis of Acute Anterior Poliomyelitis. G. C. Graham 
and C. Bluefeld Jr.—p. 1127. 

Relapsing Febrile Nodular Nonsuppurative Panniculitis (Weber-Christian 
Syndrome). H. Charache.—p. 1133. 

Short-Term Goitrogen Therapy of Toxic Diffuse Goiter Complicating 
Pregnancy. B. Seligman.—p. 1137. 

Treatment of Various Dermatoses with Topical Application of Pan- 
thenol. P. R. Kline and A. Caldwell.—p. 1141. 

Universai Alopecia: Psychosomatic Appraisal. H. Kaplan and M. Reisch. 
—p. 1144. 

*Orthopedic Treatment of Acute and Subacute Poliomyelitis with Curare 
and Stretching. V. Raisman.—p. 1147. 

Tissue Reaction to Maxillary Sinus Surgery. G. W. McAuliffe and G. C. 
Mueller.—p. 1150. 

Quabain in Paroxysmal Tachycardia: Note on Its Toxicity with Electro- 
card-ographic Studies. J. J. Silverman.—p. 1153. 

Rheumatoid Spondylitis Treated with Cortisone: Heredity and Effect on 
Pregnancy. H. G. Kupperman and H. Bartfeld.—p. 1157. 


Curare and Stretching in Poliomyelitis—The orthopedic treat- 
ment of poliomyelitis aims to prevent deformities and to restore 
power to apparently paralyzed muscles. Formerly treatment was 
based on the principle that if a muscle were paralyzed, its nor- 
mal opponent would overpull it and thus force the involved 
part into an attitude of deformity. Therefore, casts and braces 
were applied to prevent this. Unfortunately, deformities would 
develop despite such apparatus. The treatment described here 
is based on Kenny’s concept that the overpulling opponent of 
the paralyzed muscle was not normal, but was itself in a state 
of spasm or tightness. Her theories aroused controversy, but a!so 
stimulated research, which confirmed, on an electromyographic 
basis, the presence of irritability or spasm in the acute phase 
of poliomyelitis in most of the muscles of the body. It also 
demonstrated, however, that the hot packs which she advocated 
did not lessen the spasm. Some investigators began to use curare 
to lessen the irritability and permit restoration of muscles to 
their normal lengih by stretching. This treatment is used at 
Raisman’s hospital. Curare is injected intramuscularly three 
times a day and, approximately three quarters of an hour after 
the two daytime injections, a physical therapy technician 
stretches all the joints of the body through an ever-increasing 
range. At the same time the patient is urged to exercise and 
to walk if possible. When the orthopedic examination reveals 
complete relaxation, the curare is stopped, but the stretchings 
are continued. Several case reports are presented to demonstrate 
that with this method casts and braces are unnecessary. If com- 
plete relaxation can be obtained and maintained following dis- 
charge from the hospital, deformities do not develop. The patient 
must continue the stretching for a long time after the acute 
phase has ended. 


Pennsylvania Medical Journal, Harrisburg 


§5:385-528 (May) 1952 


Diabetes Mellitus Complicating Pregnancy. L. F. Ritmiller and R. E. 
Nicodemus.—p. 409. 

How the Medical Society Can Help the Hospitals. R. M. Cunningham Jr. 
—p. 413. 

Streptomycin and Its Effect upon Tuberculosis. R. Charr.—p. 418. 

Penetrating and Perforating Wounds of Eye. W. O. Linhart.—p. 421. 

Treatment of Tachycardias. E. A. Brethauer Jr.—p. 425. 

Lupus Erythematosus. H. W. Woolhandler.—p. 429. 

Epilepsy. R. W. Staley.—p. 433. 

Surgical Treatment of Nontuberculous Spontaneous Pneumothorax. A. F. 
Jonas Jr.—p. 438. 

The AMA Begins at Home. H. B. Gardner.—p. 441. 

Tetanus: Case Without Obvious Portal of Entry That Recovered. T. Mel- 
nick.—p. 443. 

Gynecologic Surgical Emergencies. F. B. Nugent.—p. 446. 
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Radiology, Syracuse, N. Y. 

58:639-796 (May) 1952 

*Concept of Maximum Permissible Exposure. R. S. Stone.—p. 639. 

Experiences with Benign Bone Tumors in Pediatric Practice. J. W. 
Walker.—p. 662. 

Wilms’ Tumor of Infancy and Childhood. W. Benzing Jr.—p. 674. 

Brain Tumors in Children. A. B. Smith.—p. 688. 

Lesions of Upper Gastro-Intestinal Tract in Infants and Children. V. M. 
Lockard.—p. 696. 

Radiologic Diagnosis of Respiratory Lesions in Children. S$. B. Chapman. 
—p. 705. 

March Fracture of Tibia. P. O. Wells.—p. 714. 

Fundamentals of Interpretation in Step Kymography. W. F. Wangner. 
—p. 720. 

Syringe Wired for Automatic X-Ray Exposure. N. Flax and R. Waldron. 
—p. 726. 

Diversion of Venous Blood Flow Through Transverse Sinuses in One- 
Sided Innominate Vein Obstruction. A. Schwartz and M. Fraenkel. 
—p. 728. 

Measurement of Beta-Ray Applicators. J. Kastner and L. Greenberg. 
—p. 731. 


Maximum Permissible Exposure to X-Rays.—Harmful effects 
of irradiation were observed early in the history of the use of 
x-rays, and some of the early workers protected themselves, 
but protective measures were purely empirical at first. The idea 
of a “tolerance” dose evolved slowly, delayed by the lack of 
a method of accurately measuring ionizing radiations. It is now 
known that some changes are produced by very small doses, 
and that irreversible and cumulative changes occur. Skin changes 
may appear as long as 25 years after exposure ceases. As little 
as 0.8 r per day may cause skin changes. Some changes in the 
blood may result from weekly exposures of 0.1 r. Leukemia 
and lymphoid tumors are produced in rats and mice and prob- 
ably in human beings by ionizing radiations, but the dose re- 
quired is greater than that which causes some other changes. 
Life-span reduction and impaired fertility are not problems at 
dose levels below those that cause skin and blood effects. Gene 
mutations are caused by ionizing radiations, and mice genes 
probably are more sensitive than those of the fruit fly. The 
concept of a maximum permissible exposure now rests on a fairly 
large number of experiments and observations. The Interna- 
tional Commission on Radiological Protection recommends 0.3 
r per week measured in free air (0.5 r on the body surface) as 
the maximum permissible exposure to the whole body or gonads. 
In the case of the hands and forearms, they recommend 1.5 r 
per week. Both of these refer to externally originating x or 
gamma rays of quantum energy less than 3 mev. 


Surgery, St. Louis 
31:647-806 (May) 1952 


Pathologic Changes in Megaesophagus (Esophageal Dystonia). F. S. 
Cross—p. 647. 

*Observations on Water Intoxication in Surgical Patients. B. Zimmermann 
and O. H. Wangensteen.—p. 654. 

Operative Removal of Tumors of Parotid Salivary Gland. H. Martin. 
—p. 670. 

Wound Healing and Steroids. F. W. Taylor, T. L. Dittmer and D. O. 
Porter.—p. 683. 

Use of Anticoagulant Paritol C in Surgical Cases. M. M. Martin and 
T. Boles.—p. 691. 

Carcinoid of Stomach: Review of Reported Cases. J. D. Martin Jr. and 
E. C. Atkins Jr.—p. 698. 

Dermatofibrosarcoma Protuberans: Review of Literature and Presentation 
of Three Cases. P. W. Hoffert.—p. 705. 

Preservation of Bone Grafts by Freeze-Drying. E. W. Flosdorf and 
G. W. Hyatt.—p. 716. 

Comparative Utilization of Intravenous Invert Sugar and Glucose. J. L. 
Smith, J. M. Beal and P. Frost.—p. 720. 

Collateral Arterial Circulation to Liver of Dog. N. C. Jefferson, M. M. 
Proffitt and H. Necheles.—p. 724. 

Hip Spica Plaster Apron to Prevent Withdrawal of Catheter by Irrational 
Patient. R. A. Worsham.—p. 731. 


Water Intoxication in Surgical Patients.—This report deals with 
17 patients who had convulsive seizures following surgical 
operations and in whom the clinical manifestations appeared to 
result from fluid and electrolyte disturbance alone. In some of 
these the situation resulted from apparent errors in fluid ad- 
ministration. In others, reasonable amounts of parenteral fluids 
were given. There was no difference in the clinical features of 
these two groups. Five of the patients received more than 4,000 
cc. of salt free fluid during the 24 hours before convulsions. In 
general, these amounts represented frank errors involving dupli- 
cation of fluid orders and mistakes of a similar nature. In the 
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majority, however, extraordinarily large amounts of fluid were 
not administered, and in three instances 3,000 cc. or less were 
adequate to produce the convulsion. Seizures were seen only in 
postoperative patients, although other patients frequently re- 
ceive parenteral fluids, and they occurred only within two days 
of the operations. Some clinical and experimental observations 
help to explain this remarkably high incidence in a small seg- 
ment of the postoperative period. The mechanisms of water 
intoxication are discussed in the light of previously reported 
experimental findings and the physiological peculiarities of the 
postoperative patient. It is concluded that most complications of 
this nature could be prevented by avoidance of administration 
of excessive dextrose solution at the time of surgery and in the 
days immediately following surgery. Daily estimations of the 
body weight and determinations of serum electrolyte levels 
should make it possible to prevent this complication before it 
occurs. Hypertonic sodium chloride solution has been of great 
value in rapidly restoring the normal salt and water relationship 
of the extracellular fluid once seizures have occurred. 


U.S. Armed Forces Med. J., Washington, D. C. 


3:657-810 (May) 1952. Partial Index 


Wound Infection as Complication of Ruptured Appendix. R. F. Christoph 
and E. H. Dickinson.—p. 657. 

Outbreak of Q Fever: II. Treatment with Aureomycin and Chloram- 
phenicol. F. X. Fellers.—p. 665. 

Use and Misuse of Radiologic Terminology. P. Zanca.—p. 673. 

Smallpox. M. J. Esposito and R. C. Ziss.—p. 677. 

Lipid Pneumonia. I. L. Hoffman and H. S. Bell.—p. 689. 

Surgical Correction of Ankyloglossia. J. G. Rogers and B. L. Douglas. 


—p. 695. 

*Extensive Pericarditis Complicating Myocardial Infarction. J. C. Syner. 
—p. 699. 

Tuberculosis in the Northern Marianas. S. P. Sanford and M. S. Bowman. 
—p. 709. 


Malignant Degeneration in Multiple Neurofibromatosis. S. W. French III, 
R. B. Dickerson, W. J. Hills and W. B. Young.—p. 721. 
Lesions of Pericardium: Review of 100 Cases, P. G. Keil and D. J. 
Schissel.—p. 725. 
Ossified Dural Hematoma. J. W. Erchul and H. S. Rosenberg.—p. 733. 
Electrocardiographic Abnormalities in Wolff-Parkinson-White Syndrome. 
C. Il. Hamilton Jr., W. N. St. John and R. B. Milligan.—p. 741. 
Sporotrichosis. P. M. Walstad and S. M. Gelenger.—p. 747. 
Malignant Mediastinal Teratoma. J. M. Hanner, F. S. Ashburn and R. J. 
Leffler.—p. 751. 
Varicella Complicated by Gangrene of Lower Extremities. J. W. Batch 
and S. Sepkowitz.—p. 759. 
Blood Volume Estimation Following Infusion of Nonprotein Colloidal 
Solutions. R. A. Phillips.—p. 765. 
Fulminating Purpuric Meningococcemia. B. Jastremski and J. C. Hoyt. 
—p. 769. 
Gas Bacillus Infections. G. R. Prout and R. B. Brown.—p. 797. 
Extensive Pericarditis Complicating Myocardial Infection.— 
Syner reports on a patient in whom acute hemopericardium 
developed during bishydroxycoumarin (dicumarol®) therapy for 
acute posterolateral myocardial infarction associated with acute 
pericarditis. The author stresses that cardiac tamponade may 
result from administration of anticoagulants to patients who 
have associated myocardial infarction with pericarditis. The his- 
tory of such patients should be carefully evaluated. The ad- 
ministration of anticoagulants to patients with acute or chronic 
congestive heart failure requires extreme caution. The patient 
suddenly died about two months following the episode described. 
He had been symptom-free and seemed to be making good 
progress. A single grave sign was noted in serial electrocardio- 
grams, which showed persistent elevation of the RS-T segments, 
indicating poor healing or possibly aneurysmal formation at the 
site of the infarct. The necropsy findings suggested that the 
preponderant involvement of the left coronary artery was the 
probable cause of the extensive infarction of the posterior wall 
in view of the finding of a distal lesion 8.5 cm. from the origin 
in the right coronary artery. The recent fresh occlusion in the 
right coronary artery was assumed to be the cause of death. 


Acute generalized pericarditis was also present. 


World Medical Association Bulletin, New York 
265-128 (April) 1952 

Scientific Method in Medical Journalism. W. R. Feasby.—p. 108. 

Official and Scientific Medical Journalism. O. Leuch.—p. 110. 


Design of a Medical Journal. H. A. Shapiro.—p. 113. 
Responsibilities of Reader, Author and Publisher. A. Smith.—p. 117. 
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Journal Obst. & Gynaec. Brit. Empire, Manchester 
$9:153-308 (April) 1952. Partial Index 


Toxaemic Accidental Haemorrhage: Survey of 100 Cases Treated in the 
Rotunda Hospital. O. Brown.—p. 153. 

Obstetrics and Gynaecology in Relation to Thyrotoxicosis and Myasthenia 
Gravis. G. Keynes.—p. 173. 

Causes and Prevention of Stillbirths and First Week Deaths: Part I. Evi- 
dence of Vital Statistics. E. H. L. Duncan, D. Baird and A. M. 
Thomson.—p. 183. 

Significance of Fits in Eclampsia. R. R. Macintosh.—p. 197. 

Relation of Cervical Mucus and Asthenospermia in Sterility. B. Sandler. 
—p. 202. 

Maternal and Foetal Hazards Associated with Twin Pregnancy. J. K. 
Russell.—p. 208. 

Oestrogen-Induced Haematometra and Haematosalpinx. N. Alders and 
T. K. Owen.—p. 214. 

Aetiology and Treatment cf Adherent Placenta. B. Williams.—p. 220. 

Plasma Blood Cholesterol and Plasma Blood Protein of Lactating 
Women. R. A. Miller and J. D. Crombie.—p. 226. 

Uterine Bleeding in Tension States. D. O’Neil.—p. 234. 

Treatment of Genital Tuberculosis in the Female by Streptomycin and 
Para-Aminosalicylic Acid. H. G. Wolskel and V. H. Barnett.—p. 240. 

Hyperextension of Head in Breech Presentation: Two Cases Followed by 
Normal Delivery. R. G. H. Hall.—p. 244. 

*Transport Medium for Gynaecological Swabs. J. G. Alexander.—p. 246. 


Transport Medium for Gynecological Swabs.—The transport 
medium advocated is that described by Stuart in 1946. The 
medium is issued in % 0z., screw-capped bottles that are filled 
to the top. It contains 0.15% sodium thioglycollate as a reducing 
agent and methylene blue as an indicator of anaerobiosis. The 
charcoal-impregnated swab from the cervix, urethra, or rectum 
(in cases of suspected gonococcal infection) or vagina (in case 
of suspected Trichomonas or Monilia infection) is cut off when 
the swab is placed in the medium so that the top of the bottle 
can be screwed on again. The charcoal appears to adsorb a 
fatty acid in agar that inhibits the growth of certain strains of 
gonococci. Swab specimens were taken in duplicate. One swab 
was placed in the transport medium and the other was sent to 
the laboratory and was examined within one hour of being 
taken. Stuart’s medium was shown to give significantly better 
results than direct cultures in the diagnosis of gonorrhea in 
women. These good results are only obtained if the swab is plated 
out less than 36 hours after being placed in the transport medium. 
While most other transport mediums allow the gonococcus to 
multiply, Stuart’s is a “holding” medium that gives the clinician 
a more accurate account of the number of gonococci at the site 
of infection. Stuart’s medium was found to be useful in the 
diagnosis of Trichomonas vaginalis and Monilia infections; no 
detailed study was made, however. 


Lancet, London 


1:935-982 (May 10) 1952 


B.C.G. Vaccination and Tuberculin Allergy. C. E. Palmer.—p. 935. 

Standards for Basal Metabolism of Normal People in Britain. J. D. 
Robertson and D. D. Reid.—p. 940. 

Repair of Dural Defects with Gelatin Film. W. McKissock.—p. 943. 

Xeroderma Pigmentosum: Attempt at Cancer Prophylaxis. D. W. Smithers 
and J. H. Wood.—p. 945. 

Psychiatric Findings in Crohn’s Disease. R. W. Crocket.—p. 946. 

Braided Tantalum Wire. J. Howkins and S. F. Hans.—p. 949. 

Influence of Organic Phosphates on Tuberculin Sensitivity in B.C.G. 
Infected Guinea Pigs: Relation to Cortisone Desensitisation. J. W. 
Cornforth and D. A. Long.—p. 950. 


Minerva Pediatrica, Turin 
4:105-144 (Feb. 29) 1952. Partial Index 
Acute Anterior Poliomyelitis. P. Schiaparelli.—p. 105. 
Electroencephalographic Study of Children with Allergy. L. Brossi- 
Bianchi.—p. 118. 
Prothrombinemia and Capillary Fragility During First Days of Life. 
A. Gentili, E. Bottone and W. Tangheroni.—p. 123. 
*Anemia Resembling Pernicious Anemia in Infants. G. R. Brugio.—p. 130. 


Anemia Resembling Pernicious Anemia in Children.—In 1940 
Gerbasini used the term “perniciosiform” anemia for a subacute 
disease affecting infants at the end of the first or beginning of 
the second year of life and resembling in its clinical and hema- 
tological features progressive anemia of the adult. The condition 
differed from that seen in adults in that there was recovery, 
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sometimes with antianemic therapy alone. The blood and medul- 
lar alterations observed in this type of anemia are like those of 
megaloblastic anemia of children reported by American authors, 
but Italian authors report also involvement of the nervous 
system (acute parkinsonism of infants). The symptoms are 
similar to those of pernicious anemia, and the typical blood and 
marrow findings are pronounced increase in the size of 
megaloblasts, normoblasts, and granulopoietic elements, nu- 
merous stromal cells, and decrease of hemocytoblasts and 
thrombocytopoietic elements. The onset of the disease may or 
may not be preceded by diarrhea or bronchopneumonia and is 
attributable to deficient diet or to deficient absorption of the anti- 
anemic factor in the intestinal tract, or to greater use, and 
therefore deficiency, of the intrinsic factor. The intrinsic factor 
is not absent, however, as in pernicious anemia. The author 
reports on two children with this type of anemia. In one test the 
gastric juice of a 13-month-old child with this disease was in- 
cubated for two hours at 37 C and was given with beef muscle 
to a fasting 12-month-old child with pernicious anemia for 
seven to eight mornings. An abrupt increase of erythrocytes in 
this child suggested that the intrinsic factor was present in the 
donor’s gastric juice. The same experiment carried out in the 
second child with this type of anemia had to be interrupted 
because bronchopneumonia occurred. A disturbance of intestinal 
absorption of the antianemic factor was suggested by the pres- 
ence of excess fat in the stools of these patients; this cannot be 
determined without further study of intestinal absorption and 
fecal chemism. The author believes “perniciosiform” anemia is 
the proper term for this disease. 


Revista Médica de Chile, Santiago 


80:135-194 (March) 1952. Partial Index 


*Splenic Puncture. C. Meza Arrau and J. B. Chatterjea.—p. 135. 

Present Status of the Problem of Coagulation and Clinical Methods for 
Its Study. H. Ducci and R. Katz.—p. 144. 

Oligozoospermia: Treatment and Results. J. Zafiartu and E. C. Hamblen. 
—p. 151. 

Immediate Results of 1-Methyl-2-Mercaptoimidazole in Hyperthyroidism. 
G. Rojas Mujica and H. Diaz de Valdés.—p. 159. 


Splenic Puncture.—Splenic puncture was performed in 40 cases 
to determine its value in the diagnosis of hematological condi- 
tions associated with splenomegaly. The authors’ technique is 
simple and apparently safe enough to be used routinely; no 
complications were noted in their series. The puncture is made 
through the abdomen after anesthesia is induced with procaine 
(novocaine*), and only when the spleen is clearly enlarged and 
easily palpable below the costal margin. A fine needle (no. 20) 
fitted to a 10 cc. syringe is used, and before it is introduced into 
the spleen, the patient is told to take a deep breath and hold it; 
this prevents the movement of the diaphragm from interfering 
with the procedure or traumatizing the spleen. Negative pressure 
must be maintained in the syringe throughout the extraction. 
The quantity of material obtained, although usually slight, is 
enough for a few smears. The patient should remain in bed for 
at least four hours, and preferably until the following morning. 
Splenic puncture is contraindicated in the presence of hemor- 
rhagic manifestations and recent toxic splenomegalies. Painful 
spleens in which recent infarction is suspected and spleens that 
are not palpable should not be punctured, nor should puncture 
be attempted if the patient is unconscious or incapable of co- 
operating. Myelofibrosis or myelosclerosis with extensive myeloid 
metaplasia of the spleen, independently or associated with poly- 
cythemia vera, chronic granulocytic leukemia, and cirrhosis of 
the liver, contraindicates splenectomy, because the spleen in 
such cases is genuinely hematopoietic. Splenic puncture, with the 
knowledge it gives of splenic cell structure, is indispensable in 
diagnosing these conditions as well as lymphosarcoma and 
primary reticulum cell sarcoma of the spleen. The presence of 
small ectopic erythropoietic foci when the bone marrow is normo- 
cellular or hypercellular, on the other hand, does not absolutely : 
contraindicate splenectomy; in such cases, the decision should be 
based on the underlying condition (lymphosarcoma, chronic 
lymphatic leukemia, acquired hemolytic anemia, or cirrhosis of 
the liver). Splenic puncture is also useful in the diagnosis of. 
certain atypical or cryptic forms of aleukemic leukemia and 
leukosarcoma in which the bone marrow picture is not decisive.) 
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BOOK REVIEWS 


Principles of Refraction. By Sylvester Judd Beach, A.B., M.D., F.A. 
C.S., Consultant, Staff Maine Eye and Ear Infirmary, Portland, Maine. 
Cloth. $4. Pp. 158, with 18 illustrations. C. V. Mosby Company, 3207 
Washington Blvd.,. St. Louis 3, 1952. 


This book gives directions for office procedures for measuring 
refractive errors. No specific methods of examination are ad- 
vocated, but several ways of estimating the amount of correction 
needed to bring about clearer vision and better ocular function 
are described. The colloquial style of presentation is reminiscent 
of the lectures given by the author over a number of years to 
students in medical school and to graduate students and prac- 
titioners in instructional courses. Several years of examinations 
as a member of the American Board of Ophthalmology gave the 
author an intimate appreciation of the lack of factual knowl- 
edge of refraction possessed by the average candidate and un- 
doubtedly influenced him in leaning toward simplicity and brevity 
in this monograph. There are no mathematical formulas, and 
there are only 18 simple line cuts to illustrate what can be 
visualized perfectly from the text by any reader who has had 
an elementary high school course 1: physics. 

Subjective tests for astigmatism are well described. “As all 
these tests fail at times, and none is adapted to all patients, it is 
better practice to be familiar with all common procedures.” The 
“dry” method of refraction, that is, without the use of cyclo- 
plegics, gives satisfactory results in a number of cases, but the 
method has definite limitations. The chapter on cycloplegic 
refraction is an excellent dissertation on the relative merits of the 
two methods, wet and dry, and in itself justifies the production 
of the book. The final chapter on ocular neuroses consists of 
material from a practitioner’s notebook of personal experiences 
that may be duplicated in any refraction room. For a beginner 
in refraction it serves as a warning of pitfalls. It is assumed that 
the reader has a basic knowledge of optical physics and ocular 
physiology. These subjects are not elaborated on by the author, 
but one must have some knowledge of them to acquire skill in 
application of such information as may be necessary in daily 
practice. The book is valuable to beginners in refraction who 
need instruction in several practical refraction methods, their 
usefulness and limitations. 


L’hypertension artérielle permanente et sa thérapeutique: Indications 


médicales des interventions neuro Par P. Etienne-Martin, 
professeur agrégé a la Faculté de médecine de Lyon.: Paper. 1,850 francs. 
Pp. 269, with 12 iliustrations. Gaston Doin & Cie, 8 place de l’Odéon, 
Paris, 6°, 1951. 


This monograph gives a competent summary of present knowl- 
edge of the diagnosis, pathogenesis, course, and treatment of 
essential and malignant hypertension. After a brief historical 
review the author describes the vascular, endocrine, parenchyma- 
tous, and other lesions of essential hypertension, malignant 
hypertension, and experimental hypertension. In the next chap- 
ter he describes the symptoms and signs of the four classic stages 
of essential hypertension, namely, simple hypertension (stage 1), 
hypertension with arteriolosclerosis (stage 2), hypertension with 
severe arteriolosclerosis and complications (stage 3), and malig- 
nant hypertension (stage 4). Then follows a chapter dealing with 
prognosis, methods of clinical and laboratory examination to 
determine the severity of the hypertensive process, and the patho- 
physiology and pathogenesis of essential and malignant hyper- 
tension. The second part of the monograph discusses treat- 
ment. The first chapter describes practically all of the medical 
therapy currently in vogue or recently proposed and the various 
forms of surgical intervention, including extensive but incom- 
plete sympathectomy and/or partial adrenalectomy. The next 
chapter presents a thorough and detailed comparison of medi- 
cal management versus surgical intervention in their effects on 
the signs and symptoms and the course of essential and malig- 


The reviews here published have been prepared by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


nant hypertension. The last chapter discusses the indications for 
sympathectomy in essential hypertension. 

The monograph is also valuable because it summarizes and 
correlates the most significant recent laboratory and clinical in- 
vestigations emanating from a number of countries, particularly 
the United States, Great Britain, France, Germany, Italy, Bel- 
gium, Argentina, and Canada. The author’s evaluations and 
judgments are objective, conservative, and sound. Thus he be- 
lieves that sympathectomy should be reserved for patients who 
show progressive vascular disease with significant signs and 
symptoms; that sympathectomy is more effective than good medi- 
cal management in relieving signs and symptoms and reducing 
blood pressure, but that present evidence is insufficient to con- 
clude definitely that the survival of patients with essential or 
malignant hypertension is prolonged by surgical intervention. 

The volume is based on a comprehensive review of the more 
recent experimental and clinical literature in the field of hyper- 
tension as well as the author’s experience. Of the 2,000 articles 
consulted, 893 well-chosen references are listed in the bibliog- 
raphy. The book is recommended not only to students of hyper- 
tension and vascular disease but also to practitioners of medicine 
who read French and wish to obtain a comprehensive, succinct, 
and well-balanced presentation of the present status of knowl- 
edge of essential and malignant hypertension. 


Modern Trends in Gastro-Enterology. Edited by F. Avery Jones, M.D., 
F.R.C.P., Physician, Central Middlesex Hospital, London. Cloth. $20. Pp. 
831, with 275 illustrations. Paul B. Hoeber, Inc. (medical book depart- 
ment of Harper & Brothers), 49 E. 33rd St., New York 16, 1952. 


This book provides in one convenient volume a review of cur- 
rent concepts and recent advances in gastroenterology by 45 
contributors selected for thorough knowledge of their subject. 
The writers, under the editorship of F. Avery Jones, are ex- 
clusively British and Australian. Although emphasis is on con- 
tributions from these sources, important American and Euro- 
pean studies are referred to frequently. The book deals with 
almost all gastroenterologic problems. The conventional subjects 
include diseases of the salivary glands, developmental errors of 
the alimentary tract, diaphragmatic hernia, cardiospasm, car- 
cinoma of the esophagus, gastritis, peptic ulcer, carcinoma of the 
stomach, steatorrhea, regional ileitis, ulcerative colitis, bacillary 
dysentery, amebiasis, rectal and colonic tumors, megacolon, viral 
hepatitis, hepatic cirrhosis, carcinoma of the pancreas, and pan- 
creatitis. Other sections deal with anemias of the alimentary 
tract, the relationship between the alimentary tract and the car- 
diovascular system in disease, and a psychiatric approach to 
digestive disorders. The topics are arranged in logical sequence; 
the subject material is generally dealt with critically, conserva- 
tively, and in the lucid style familiar to readers of British medi- 
cal journals. 

Differences in viewpoint and in the quality of individual pres- 
entations are almost inevitable in a composite enterprise of this 
type, which deals with a subject as complex as gastroenterology; 
for example, there is too much emphasis on surgical treatment 
for diaphragmatic hernia, for the majority of such hernias, in the 
experience of many gastroenterologists, do not cause symptoms 
and do not require operation. The procedure advocated for 
dilatation of the esophagus in cardiospasm seems inferior to the 
techniques devised by Sippy and by Vinson. The medical treat- 
ment of peptic ulcer is discussed superficially, possibly a reflec- 
tion of the need for progress in this area; the reference to histi- 
dine is antiquated and unnecessary in a book of this type; and 
the space devoted to protein shock therapy probably will not 
arouse enthusiasm in most American centers. The chapter on 
ulcerative colitis is not entirely satisfying. Medical management 
is dealt with almost casually, but much more space is devoted 
to technical surgical considerations, a disproportionate ratio and 
likely to unduly impress some inexperienced readers. In the per- 
formance of sigmoidoscopy, many American gastroenterologists 
undoubtedly will prefer the convenient and efficient proctoscopic 
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tables rather than the knee-chest position advocated. Other 
readers probably will encounter varying points of disagreement 
as well as agreement. Many chapters are of superior quality; 
among these are chapters on abdominal pain, by G. W. Picker- 
ing; mechanism of gastric secretion, by R. E. Davies; the vascular 
anatomy of the stomach, by F. H. Bentley and T. E. Barlow; 
and the physiology of fat absorption, by A. C. Frazer. 

The format of the book is excellent. The text is easy to read, 
and the illustrations are well-chosen and instructive. A_ brief 
bibliography at the end of each chapter indicates original source 
material, and a general index facilitates prompt reference to 
subject material. 

The compilation of recent advances in any phase of medicine 
in textbook form is a hazardous occupation in these days of 
rapid and, at times, dramatic progress. Nevertheless, the authors 
have accomplished this difficult task admirably. This volume 
should be welcome as the British counterpart of similar Ameri- 
can cooperative texts. It contains much information that is 
important to internists and surgeons. This book should be parti- 
cularly valuable to the investigator and to the medical and 
surgical specialists in gastroenterology. 


The Practical Significance of Modern Cardiological Investigations. By 
T. E. Lowe, M.D., D.Sc., F.R.A.C.P., Director, Baker Medical Research 
Institute and Clinical Research Unit, Alfred Hospital, Melbourne, H. B. 
Kay, M.D., M.R.C.P., M.R.A.C.P., and H. A. Luke, M.B., B.S., D.D.R., 
Assistant Director of Diagnostic Radiology, Alfred Hospital, Melbourne. 
Cloth. $7.50. Pp. 206, with 47 illustrations. Cambridge University Press, 
32 E. 57th St., New York 22; 200 Euston Rd., London, N.W.1; Mel- 
bourne University Press, Carlton, N. 3, Victoria, Australia, 1951. 


Part 1 of this little book by three Australian clinicians is a 
series of thumbnail sketches, which will provide cardiologists 
and other practitioners of medicine, as well as medical students, 
with the essentials, both of technique and practical significance, 
of ‘he newer methods of securing information concerning cardio- 
vascular disease. Thus, in part 1 there are chapters, some of 
them only a page or two, on electrocardiography, radiography, 
vibrocardiography (phonocardiography), cardiac catheterization, 
oxymetry, cardiac output estimations, ballistocardiography, 
blood pressure determination, pulse wave recording, circulation 
time, and blood volume. Part 2 describes the cardiac conditions 
mainly elucidated by the techniques outlined in part 1 and gives 
very brief descriptions of the diseases and abnormalities to be 
found at greater length in most books on cardiology. Part 3 is 
said to differ from part 2 in that the techniques described therein 
are of secondary value to an understanding of the diseases con- 
sidered, but it is difficult to see much difference, and one wonders 
why the two parts were separated. 

Despite the brevity of some descriptions, beriberi heart dis- 
ease gets half a page and thyroid heart disease one and one half 
pages. These thumbnail sketches are extremely good and entirely 
up-to-date. If one wants to know the essentials of a technique 
like cardiac catheterization or about the physical properties of 
stethoscopes, or the latest view of a clinical condition like the 
heart in anemia or in Addison’s disease, or about the many forms 
of congenital heart disease, he will find the essentials here ex- 
pressed in a very few words. In these days when, with rapidly 
advancing knowledge, most medical books get steadily longer 
and heavier, the compression in this volume is refreshing indeed. 
The au‘hors have used excellent discrimination in selecting the 
material included; in brevity of expression in relation to wide- 
ness of compass the book is certainly superior to o:hers of 
this type. The references to the original literature are not numer- 
ous, but they are very well chosen. The illustrations are ex- 
cellent, and the style is good. The little book can be highly 
recommended, and the authors should be congratulated. 


Doctors Differ. Five Studies in Contrast: John Elliotson, Hugh Owen 
Thomas, James Mackenzie, William Macewen, R. W. Philip. By Harley 
Williams. Cloth. $5.50. Pp. 239, with 8 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1952; [Jonathan 
Cape, Ltd., 30 Bedford Sq., London, W.C.1, 1946]. 


The age-old phrase, “doctors differ,” here refers to the lives of 
John Elliotson, Hugh Owen Thomas, James Mackenzie, William 
Macewen, and R. W. Philip, all of whom were British physicians. 
In the chapter on Mackenzie are found sketches of the life of 
William Osler, and, in part six, in which Robert William Philip’s 
life is described, Edward Livingston Trudeau is mentioned in 
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connection with the conquest of tuberculosis. This causes some- 
what of a hodgepodge, although the facts are interesting, and 
the stories are well told. 

This volume seems to be a reprint from a 1946 edition issued 
under the imprint of Jonathan Cape, Ltd. It is a rambling essay, 
filled with incidents, stories concerning research, and personal 
incidents. Perhaps part 4 may interest American physicians 
because of the references to Osler. The chapter on William 
Macewen and the story of the brain as worked out by him is 
vivid, enlighten:ng, and entertaining. Macewen seems to have 
had most of the eccentricities of genius and was more feared 
than loved during his lifetime. 

The author is apparertly an expert on Rembrandt. Into the 
well-known lesson in anatomy he has transcribed the men who 
are the “subjects” of this diversified biography, and in each face 
of the picture he finds the characteristics of Elliotson, Thomas, 
Mackenzie, Macewen, and Philip, a sort of transubstantiation, 
representing “five separate philosophies.” 


Grundriss der Mikrobiologie. Von Dr. August Rippel-Baldes, 0. Pro- 
fessor an der Universitit Gottingen. Second edition. Cloth. 36 marks. Pp. 
404, with 153 illustrations. Springer-Verlag, Reichpietschufer 20, Berlin 
W. 35 (West-Berlin); Neuenheimer Landstrasse 24, Heidelberg; Gottingen, 
1952. 


In this relatively short book, microbiology is discussed more 
from a dynamic and biologic viewpoint than as a systematic 
description of various micro-organisms. The structure and bio- 
logic behavior of micro-organisms in general as well as their 
metabolism, biochemical activities, and especially their enzymol- 
ogy are discussed with great emphasis, whereas diagnostic points 
are only mentioned in passing. The long final chapter deals with 
the place of micro-organisms in nature and their relation to the 
human being. The discussion of their pathogenicity is kept in the 
background; therefore, the book is of less value medically than 
from a biologic, chemical, or agricultural point of view. It is 
well illustrated and printed. The organization of the material 
is excellent. The diction is a bit clumsy in places. References 
are made to the German, English, and French literature. Al- 
though this book will be of little practical value to the physician, 
he may find it interesting to read about aspects of microbiology 
usually not emphasized in medical texts. 


Foundations of Neuropsychiatry. By Stanley Cobb, A.B., M.D., Bullard 
Professor of Neuropathology, Harvard Medical School, Boston. Fifth 
edition. Cloth. $3. Pp. 287, with 15 illustrations. Williams & Wilkins Com- 
pany, Mount Royal and Guilford Aves., Baltimore 2, 1952. 


The fifth revised, enlarged edition of this standard text has 
been rewritten to a considerable extent. The chapter on general 
neurophysiology is entirely new, as are sections on emotional 
reactions in relation to the nervous system and the parts on 
functional localization in the cerebral cortex. The book is a 
model for present trends in medical education and is one of the 
best examples of the successful effort to orient students and 
practitioners in anatomy, physiology, and pathology concur- 
rently. It thus avoids the pedagogic error of separation of the 
foundation of clinical neurology and psychiatry. 


Between Two Worlds:. The Memoirs of a Physician. By Benjamin L. 
Gordon, M.D. Cloth. $4. Pp. 354, with portrait. Bookman Associates, 42 
Broadway, New York 4, 1952. 


The medical aspects of this book are overshadowed by the 
author’s interest in the orthodox Jewish religion and in Zionism. 
The latter two subjects, as seen through the author’s eyes, should 
be of considerable interest to all Jewish readers and to those who 
are not of Jewish descent but desire to improve their background 
of understanding of this highly intelligent, proud, and sensitive 
pecple. 

From the medical standpoint, one would wish that every phy- 
sician would share Dr. Gordon’s viewpoint: “I have been brought 
up with the idea that knowledge, for its own sake, was the end 
—not merely the means. . . . When I entered medical school, 
and during my college years, my aim was to become a learned 
physician. I took as my models some members of the faculty 
whom I admired for their wisdom. It seldom, if ever, occurred to 
me that the medical profession was a means of acquiring wealth. 
The study of medicine for its own sake was my sole ambition.” 


POLIOMYELITIS AND TRAUMA 
To THE Epitor:—A 7-year-old boy was hit by an automobile on 
April 18, 1952, and received a scalp laceration, fractures of 
the right clavicle and neck of the right scapula, and a painful 
bruise of the right thigh. On April 20 he had signs of respira- 
tory infection with fever and cough. This responded to penicil- 
lin therapy. He appeared well and was going to school until 
May 6, 1952, when he complained of headache, a sore neck, 
and abdominal pain. His temperature was 101 F, and there 
was pain on flexion of the neck and tenderness of both legs. 
He was kept in bed and seemed well again in three days. Four 
weeks after his injury, when he was allowed to get out of bed, 
he was found to have paralysis of the right deltoid and biceps 
muscles, right foot drop, and right hamstring weakness. It 
appeared then that the child had had poliomyelitis involving 
the muscles in the region of his injuries. Is any relation be- 
tween his injury and poliomyelitis likely? There have been no 
other cases of poliomyelitis reported up to the date of writing. 
M.D., Pennsylvania. 


ANSWER.—While poliomyelitis following trauma has been 
reported, the available data are hardly sufficient to show whether 
this association is simply a matter of chance. Harrington (Lancet 
1:987-988 [May 5] 1951) noted that 5 of 100 unsolicited patients 
with paralytic poliomyelitis had a history of trauma preceding 
by a few days the appearance of paralysis. Dorothy M. Horst- 
mann (J. A. M. A. 142:236-241 [Jan. 28] 1950) briefly mentions 
22 cases in which there was a history of trauma. These were 
found among a total of 411, of which 100 were classified as non- 
paralytic, 248 as paralytic, and 63 as bulbar. The patients with 
history of trauma were divided almost equally between the 
paralytic and nonparalytic groups, and, while some patients had 
sustained trauma to limbs in which muscle weakness later ap- 
peared, these instances were too few to have any statistical 
significance. References to earlier observations on the same sub- 
ject may be found in the first paper cited above. 


TECHNIQUE OF PAPANICOLAOU SMEAR 

To THE Epiror:—Please describe the latest approved technique 
for making Papanicolaou smears for diagnosis of cervical 
cancer, L. C. Cheves Jr., M.D., Montezuma, Ga. 


ANSWER.—Two types of smears may be used for the diag- 
nosis of cervical cancer by the cytological method. They are 
aspiration and direct smears. Aspiration smears are prepared 
from secretions withdrawn from the posterior fornix of the 
vagina and from the endocervical canal. Direct smears may be 
prepared from secretion obtained from the external cervical os 
by means of a cotton swab, a wooden spatula, or a tongue de- 
pressor. The methods for preparing these smears are the fol- 
lowing. 

Vaginal Aspiration Smears.—Vaginal secretion is aspirated 
from the posterior fornix by means of a dry glass pipette about 
6 in. (15.2 cm.) in length, and 0.25 in. (0.64 cm.) in diameter, 
with a blunt tip, slightly curved 2 in. (5.1 cm.) from the tip, 
and equipped with a strong rubber bulb. The secretion is ex- 
pelled on a clean glass slide and spread in a fairly thin uniform 
smear by means of the side of the pipette. The slide is then 
immersed immediately, without drying, in a fixing solution of 
equal parts of ether and 95% alcohol. 

Endocervical Aspiration Smears.—A Becton Dickinson laryn- 
geal cannula equipped with a strong rubber bulb or Luer-lok 
5 cc. syringe is used to aspirate secretion from the endocervi- 
cal canal. Smears are prepared in the same manner as the vaginal 
smears. 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer’s 
, name and address, but these will be omitted on request. 
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Cervical Swab or Scraping Smears.—A cotton swab that has 
been moistened in saline solution, a spatula, or a tongue de- 
pressor may be used to collect material from the external os. 
The material thus obtained is spread uniformly on a slide and 
immersed immediately in the alcohol-ether fixative. These 
smears show a tendency to dry quickly, and special care must 
be taken to immerse them in the fixing solution at once. 

Smears should never be prepared after a douche, and when- 
ever possible, they should be made before a pelvic examination 
or the use of a lubricant. All smears are kept in the alcohol- 
ether solution until they are to be stained and are not allowed 
to dry at any time. Fixation of the cells is complete in 15 minutes, 
but the slides may be left in solution for several days. 


TESTICULAR ATROPHY FOLLOWING MUMPS 

To THE Eprror:—/ would like information concerning the 
possibility of rejuvenating infected testicles in boys, aged 14 
or 15, who have had mumps. A boy had mumps, and it spread 
to the left testicle, which has shrunk to a tiny size. He is now 
afraid that the other has started to get smaller. Is there any- 
thing that can be done for this child? M.D., Mexico. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Unfortunately, treatment, including hormone 
therapy, will not be successful in restoring the function of testes 
affected by mumps. Although the testicle will be unable to 
produce adequate amounts of sperm, the secondary sex charac- 
teristics will remain undisturbed, because testosterone will con- 
tinue to be produced by the interstitial cells. It is too early to 
determine whether or not the right testicle will be involved in 
the destructive process. 


ANSWER.—There is no form of therapy that will rejuvenate 
the testis already damaged by the orchitis of mumps to the point 
of extreme atrophy. It has been suggested that the administration 
of diethylstilbestrol during the period of active infection will 
help to prevent the development of orchitis. The patient who has 
extreme testicular atrophy following the orchitis of mumps 
requires substitution therapy with androgen. 


CONGENITAL SYPHILIS IN PREGNANT WOMAN 

To THE Epitor:—A 32-year-old white woman is three months 
pregnant. There have been no previous pregnancies. When 
she was 12 years old bilateral interstitial keratitis developed, 
due to congenital syphilis. She was treated with arsenic and 
bismuth and recovered uneventfully, though she claims her 
blood Wassermann was persistently positive. In 1946 her blood 
Wassermann test showed a titer of 4. In 1948 the blood Was- 
sermann test still showed a titer of 4, and she was given an 
intensive course of penicillin. In 1951, and again in March, 
1952, her blood Wassermann tests were negative. A lumbar 
puncture in 1948 revealed negative spinal fluid findings. Should 
treatment for syphilis be instituted during pregnancy? If so, 
will you kindly outline the plan of treatment and precautions? 
What follow-up should be done on the newborn baby? 

Louis Bush, M.D., Baldwin, N. Y. 


ANSWER.—This woman does not require any antisyphilitic 
treatment during this pregnancy, nor, in all probability, does she 
require any further antisyphilitic treatment at any time. 

A congenitally syphilitic pregnant woman does not usually 
transmit the infection in utero, even if she is untreated. Third 
generation syphilis is extremely rare, if indeed it occurs at all. 
Since the patient has been treated both with metal chemotherapy 
and later with “an intensive course of penicillin,” this amount 
of treatment is an added guarantee that the child will be born 
normal, at least as far as syphilis is concerned. 
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If the mother in question is seropositive at the time of the 
infant’s delivery, the infant’s blood serologic test, either from 
cord or venous blood, will almost certainly be positive owing 
to placental transfer of maternal reagin. This positive test in 
the infant should, however, disappear spontaneously within a 
period of 60 to 90 days. To be on the safe side, the infant's 
blood serologic test should be done on a quantitative basis at 
birth and repeated at six weeks and four months. A roentgeno- 
gram of the long bones of the infant should be taken at six 
weeks. It is practically certain, however, that the child will be 
normal, 


HEALTH HAZARDS IN THE 
OIL REFINING INDUSTRY 
To THE Epiror:—What are the common occupational hazards 
to which an oil refinery worker is exposed? What conditions 
result from these hazards, and how are they best treated? 
M.D., Pennsylvania. 


ANSWER.—The oil refining industry is a complex one, with 
process variations in different areas. The nature of the crude oil 
to be refined distinctly modifies the exposure hazards. Some crude 
oils are rich in sulfur compounds and thus are the source for 
potential exposures to hydrogen sulfide or carbon bisulfide. Some 
crude oils may contain cancerogenic agents, while others are 
substantially free of them. By custom, some pipeline workmen 
are included in the total work population of oil refineries, and 
their work entails exposures not shared by workers in all oil 
refineries. The products of all oil refineries are not necessarily 
the same. In some instances, special products involve additives of 
a harmful nature. Against this complex background, a few poten- 
tial exposures that are somewhat common to all workers in the 
industry are mentioned. 

Dermatitis is the most frequently occurring occupational af- 
fection and may originate at almost any step in the process. 
Dermatoses include fairly common contact dermatoses, some 
allergic disturbances and much oil acne but only rarely chloracne 
or skin neoplasms. In the causation of contact dermatitis, cuts 
that occur in the distillation processes, such as distillation of 
“mineral spirits,’ may be outstanding. Oil distillation involves 
elaborate enclosed systems that permit little contact at any stage. 
Occupational diseases that arise from this process often result 
from ancillary work operations, such as the cleaning of tank cars. 
Gasoline vapors when inhaled are acutely toxic, potentially lead- 
ing to excitement and narcotic states similar to that caused by 
ethyl alcohol. Some other fractions, such as kerosene, possess 
the same action but are less volatile and, therefore, a less fre- 
quent source of intoxication. The term “naphtha jags” derives 
from the actual occurrence of naphtha intoxication. Oil refineries 
utilize a multitude of chemicals in their processes; mineral acids 
may be employed; clays with some content of free silica may 
serve as filters; some lead compounds are used; by accident, car- 
bon monoxide may appear; acrolein, which is acrylic aldehyde, 
may provoke eye and throat irritation. Notwithstanding, the 
record of oil refineries regarding occupational diseases reveals 
no large volume of cases, even though the potentialities may be 
numerous. Regarding treatment, prevention is the prime require- 
ment. 


GLAUCOMA 

To THE EpIToR:—A man, 40 years of age, had intraocular 
pressure well above 25 mm. Hg, narrowing fields, and no 
response to miotics given to reduce the mounting pressure. 
If a diagnosis of glaucoma is made and if operative surgical 
intervention were seriously considered, would you consider it 
more than a coincidence, possibly a somatic manifestation of 
an emotional disturbance, if psychotherapy produced a com- 
plete recovery from the ophthalmological condition? 

M.D., New York. 


ANSWER.—It is generally agreed that glaucoma has a definite 
psychosomatic background and that the condition is frequently 
aggravated by emotional stress. The literature is replete with 
instances of acute congestive glaucoma precipitated by an 
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emotional shock, and many patients with the condition exhibit 
an underlying anxiety state. It is likewise generally agreed that 
the condition is a chronic organic one and that visual deteriora- 
tion may take place over a long period of time. The progress 
of the condition may be followed most accurately by careful 
study of the central fields, with particular attention to minute 
changes in the peripheral isopters and the occurrence of charac- 
teristic scotoma in the field of vision. It is possible to distinguish 
between a narrow angle type, which may be aggravated by 
numerous psychic and physical influences, and a wide angle type, 
which shows wide fluctuations in pressure from day to day and 
tends to progress, usually despite medical and surgical treatment. 
Mere constriction of the fields is not particularly significant in 
glaucoma, and, when this occurs, the condition is usually far 
advanced. 

With the background given, it is difficult to know the severity 
of the glaucoma originally and the degree of recovery that has 
taken place. Usually a period of five years should elapse with- 
out further visual deterioration before the disease is considered 
arrested by either medical or surgical measures. Unquestionably, 
however, psychotherapy plays a prominent réle in the therapy 
of many patients, but glaucoma must not be considered primarily 
a somatic manifestation of emotional disturbance. 


PALATABILITY OF WATER 

To THE Eprtor:—What can be added to distilled water to make 
it palatable and at the same time harmless or even helpful 
from the standpoint of nutrition? M.D., Kentucky. 


ANSWER.—The palatability of water is dependent on the 
presence of salts and dissolved air. The flavor of water in differ- 
ent areas is, of course, due to the dissolved minerals, and what 
is palatable to one person will not be so to another. Sodium, 
calcium, and magnesium in the form of bicarbonates, sulfates, 
chlorides, or silicates are generally present in almost all water. 
Obviously these may be present in varied proportions. There is 
no set formula with respect to the amount or types of salt that 
may be added to distilled water to give it a desirable flavor. The 
following recipe has been used: into 100 gal. (378 liters) of 
water, dissolve 2 oz. (56.7 gm.) of calcium chloride and 2% oz. 
(70.9 gm.) of sodium bicarbonate. This results in a solution 
containing 75 ppm of calcium carbonate and 93 ppm of sodium 
chloride. Bubbling air through the distilled water will also en- 
hance its flavor. 


TREATMENT OF BLASTOMYCOSIS 

To THE Epitor:—I desire information on the treatment of 
blastomycosis of the pulmonary type. I have a case so diag- 
nosed by cytological examination and confirmed by positive 
cultures. The patient is a young woman with normal chest 
roentgenograms whose only complaint is that she coughs up 
blood streaked sputum. M.D., Michigan. 


ANSWER.—A stilbene called “stilbamidine” appears to be a 
useful drug for blastomycosis (see THE JouRNAL Aug. 4, 1951, 
page 1317). To this consultant’s knowledge, this drug is still 
being used for clinica! trial. The dose is 150 mg. daily. There 
have been reactions to the drug, such as fifth nerve involve- 
ment. Diethylstilbestrol, 3 mg. a day, also has a considerable 
effect on blastomycosis, but, of course, with this drug the patient 
would experience some change in her menses. 


CHICKENPOX AND HERPES ZOSTER 
To THE Epitor:—I/s there any evidence that chickenpox is related 
to herpes zoster? Is it possible for a child to contract chicken- 
pox from an adult who has herpes zoster? 
Herman Altman, M.D., Long Island, N. Y. 


ANSWER.—It is believed that an identical virus is the causative 
agent in both chickenpox and herpes zoster. Many instances 
have been observed in which a child who has never had chicken- 
pox or herpes zoster had an eruption characteristic of chicken- 
pox after exposure to herpes zoster. Often, an adult with herpes 
zoster will never have had chickenpox. 
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MEASLES VERSUS RUBELLA 
To THE Eprror:—/ would like to comment on the answer to 
the query on “Measles Versus Rubella” in THE JouRNAL May 


POSTPARTUM DEPRESSION 
To THE Eprror:—Dr. Cohen, in his query on postpartum de- 


pression (J. A. M. A. 148:975 [March 15] 1952), states that 
he has found that in most cases the depressions last over a 
year or two. Your consultant adequately discusses the etiology 
of this condition from the general medical standpoint but fails 
to bring out the most effective method of treatment. Electric 
shock or minimum stimulus will terminate these depressions 
rapidly. In most cases, four treatments given at daily intervals 
will bring the woman out of the depression, and stabilization 
can usually be effected within a week, Many patients of this 
type have returned to normal within two weeks. 

Minimum stimulus is given by the Reiter Electrostimulator. 
A small amount of current, 2 to 4 volts, is passed through 
the midbrain, rather than through the temporal lobes as is 
the case in the standard shock machine, which uses between 
100 to 140 volts. This newer technique also causes a con- 
vulsion, which is set off at 15 to 20 ma., and there is less 
posttreatment amnesia and confusion. There is also less danger 
of fracture. James L. McCartney, M.D. 

223 Stewart Ave. 
Garden City, Long Island, N. Y. 


d-AMPHETAMINE SULFATE AND LIBIDO 
To THE Epiror:—IJn the answer to a query in THE JOURNAL 


May 31, 1952 (page 525), regarding the effect of d-ampheta- 
mine sulfate on libido and potency, the consultant doubted 
“the possibility that this preparation causes impotency.” In 
my limited experience, there have been indications of a definite 
lowering of ability for sexual expression by amphetamine 
and, to a lesser degree, by d-amphetamine and methampheta- 
mine. This is exemplified by the case of a 35-year-old man 
who is given amphetamine to curb his appetite and for 
narcolepsy. He takes 70 to 100 mg. daily on arising. The effects 
last 14 to 16 hours, with loss of effects for ¥2 hour occasion- 
ally occurring 8 to 10 hours after he takes the drug. He has 
borborygmus, abdominal distention, passing of flatus, and 
sleeping spells when he does not take amphetamine. As the 
amphetamine takes effect, the intestinal symptoms and the 
lethargy disappear. While the amphetamine effect is manifest, 
the penile erectile tissues are flaccid and not responsive to the 
usual sexual stimuli. Intercourse is possible if hurriedly per- 
formed, but if sex play is continued, a completely flaccid 


complaints. S. William Kalb, M.D. 
416 Clinton Pl. 
Newark 8, N. J. 


31, 1952 (page 524). In the first place, suboccipital nodes are 
more frequently involved in rubella than are the postauricular 
or postcervical nodes. In many cases, the eruption is not suffi- 
ciently characteristic for a differential diagnosis. The time of 
appearance of the rash and its duration and location are im- 
portant, and the concomitant manifestations of measles, such 
as fever, are even more important. Dr. Henry Koplik would 
not have liked to see his name misspelled Koplick. 

Philip M. Stimson, M.D. 

25 Claremont Ave., New York 27. 


DUODENAL ULCER 
To THE Epiror:—IJn the query on “Duodenal Ulcer” in THe 


JOURNAL June 21, 1952 (page 798), the question was “Could 
[the symptoms] be a manifestation of abdominal epilepsy?” 
The reply stated, “If no evidence for organic disease in the 
stomach and duodenum is found . . . the abdominal pain 
is most likely . . . psychogenic. . . .” This seems to me to 
be misleading, evasive, and not based on adequate data. Most 
of the cases of abdominal epilepsy that I have reported had 
previously been designated as being psychogenic, because all 
other diagnostic labels proved wrong. Would it not have been 
better to suggest that, in the event all other studies proved 
negative, electroencephalographic studies be done to ascer- 
tain the presence of a cerebral dysrhythmia or, this being nega- 
tive, to employ the therapeutic test for abdominal epilepsy 
by administering antiepileptic drugs? 

Matthew T. Moore, M.D. 

1813 Delancey Pl., Philadelphia 3. 


To THE Epiror:—IJn the answer to the query on “Duodenal 


Ulcer” in THE JourNAL June 21, 1952 (page 798), I cannot 
agree with the answer to the question of M.D., Pennsylvania, 
“Could this be a manifestation of abdominal epilepsy?” The 
answer to this specific question should be an unequivocal yes. 
This could be abdominal epilepsy, and the way to confirm 
the diagnosis would be to make an electroencephalogram dur- 
ing an attack. Recently, I saw a patient who was treated for 
two years for an ulcer, and finally an electroencephalogram 
revealed the true nature of the condition. I also disagree with 
the suggestion in the reply that this may be a psychoneurotic 
condition. The one sign that almost certainly excludes a purely 
psychoneurotic condition is the fact that the pain wakes the 


where, especially in the brain. Cases such as these are not 
rare. Leon J. Taubenhaus, M.D. 
Shallotte, N. C. 


condition returns. Ejaculation is possible, even with a semi- patient from sound sleep; although the query does not say 
flaccid condition, if the vaginal response is sufficient. As the so, it mentions that most of the attacks occur at night, and 
amphetamine effects wear out, flatus returns, or if no this may be the salient point. 1 agree that this patient may 
amphetamine is taken, flatus is always present, but the have an ulcer, because many ulcers can be detected only by i 
impotency disappears, and a normal sexual expression is the spot relief technique using compression and some only f 
possible. The patient feels that amphetamine has little or no by gastroscopic examination. ° : 
effect on sexual urge but only on actual sexual expression. I Rudolf Schindler, M.D. ( 
have not noticed reports of this effect in the literature, but 5720 Wilshire Blvd., Los Angeles 36. , 
1 feel that it is a definite entity and should be considered ; 
when these drugs are prescribed. ABDOMINAL PAIN AFTER AN APPENDECTOMY ‘ 
John P. U. McLeod, M.D. To THE Eprror:—In Queries and Minor Notes in THE JouRNAL 
Marshville, N. C. May 3, 1952 (page 98), a physician inquires about a man who I 
had recurrence of abdominal pain one month after appendec- c 
To THE Eprror:—In THE JourNAL May 31, 1952 (page 525), is tomy and again after an exploration of the abdomen that 
a query from a Pennsylvania physician regarding d-ampheta- revealed only a few adhesions. I cannot accept the explanation t 
mine sulfate and libido. The answer was rather evasive. I that this possibly was regional ileitis. If this were the case, it I 
have found libido diminished in a large percentage of male would have been obvious at the second laparotomy. I do not t 
patients and to some extent in female patients. The complaint subscribe to the idea that the pains were due to adhesions, t 
of the patient usually runs something like this: “Ever since because the symp cee Hey ae those of intermittent obstruc- . 
: ; : tion, the only way in which adhesions can produce abdominal il 
taking this medicament I have not been able to have sexual symptoms. | would consider the probability of a neurosis as P 
intercourse.” For many years, in lecturing on this drug to the most likely diagnosis. As Alvarez points out in his book 
physicians, I have cautioned them about this symptom and “The Neuroses” (Philadelphia, W. B. Saunders Company, a 
also about anuria, which is present in about 10 to 15% of 1951), if a careful exploration fails to reveal the cause of s 
patients of both sexes. In my practice these are not rare abdominal pain, it should be suspected that the cause is else- p 


